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Many of us have been puzzled at some time or other from the liver to the duodenum. I shall therefore deal 


by a patient suffering from insidious, persistent jaundice 
The subject, often 
information 


i middle-aged woman, volunteers the 
dark, 


Stools are 


that her urine has 
that the sometimes 
s no history of pain, chills, or fever, 
and no particular aversion to fats is apparent. Physical 
examination, uneventful The patient is 
well nourished and active, displays no striking physical 


been and, on 
questioning, she 


pale. But 


admits 
there 


too, may be 


signs, although jaundice is obvious enough. However, 
enlargement of the liver and spleen comes to light in a 
certain proportion of cases and progresses as_ the 

Laboratory investigation, too, dis- 
pigment in the 


phosphatase 


jaundice continues 
much bile 
alkaline and 
maybe an increase in serum lipids, so that clearly some 
disturbance of bile excretion has caused the trouble 


closes blood serum, a high 


serum level, steatorrhoea, 


Nowadays liver puncture and direct microscopical 
examination of the organ confirms the diagnosis, and, 
armed with all of this information, surgical intervention 
upon, for it that 
obstructed proves to be the 
and then we are con- 


founded by the discovery that bile is certainly flowing 


is decided now 
Such 


every 


seems sure the bile 
ducts are 


most 


ease in 
instances, but now 
along patent bile ducts despite the severe jaundice 
And to make things even more difficult, the liver in these 
cases looks like that met with when there is complete 
blockage of the common bile duct by, say, a gall-stone 
or a carcinoma of the head of the pancreas 

It is with this problem that has puzzled me for many 
years that my remarks are concerned. Purely for my 
convenience [ shall refer to the pathological state as 
biliary cirrhosis, that a 


may be met with in the liver according to the 


recognizing full well host of 
changes 
Stage the disease has reached at the time of examination 


But before I embark 
jecture let 


upon the troubled seas of con 


me recall what we encounter in the liver of 


biliary cirrhosis Observation must always precede 


turn, demand 
breaking-down of the 


latter, in its well 


further 


analysis: the may 
experimentation and 
problem 


During the ten years from 1946 to 1955 we performed 


necropsies at | 


niversity College Hospital on 58 cases 
which we feel confident are examples of biliary cirrhosis 
In 50 the 
plainly 


obstruction was present 


obstruction of the extrahepatic ducts was 


responsible for the trouble, but in 8 no such 


ind bile flowed uninterruptedly 


*A Walker 
Physician 


B 


delivered before the Roval Faculty olf 


of Glasgow on January 29, 1958 


Lecture 
nd Surgeons 


with the two groups separately, a plan adopted by other 
workers in this field (Réssle, 1930; Ahrens et al., 1950; 
Albot, 1955). Moreover, I shall forestall consideration 
of finer details and classify all such into four 
groups: (1) from obstruction of the extra- 
hepatic passages, the so-called secondary _ biliary 
cirrhosis; (2) primary cholangitic and cholangiolitic 
cirrhosis; (3) Hanot’s hypertrophic cirrhosis; and 
(4) canalicular stasis The fourth group concentrates 
attention upon the finest bile passages, the intralobular 
canaliculi where stasis occurs without much pathological 
change in the smaller and larger ducts or liver cells 
But I must postpone: the fuller later 
section, since it is in many ways the most interesting 
though most puzzling variety of chronic biliary disease. 


cases 


cirrhosis 


discussion to a 


Cirrhosis from Obstruction of the Extrahepatic Passages 


[ shall say little about this condition, which is well 
known and often been studied with great care 
(Gibson and Robertson, 1939). But I must first recall 
what happens when the common bile duct is blocked by 
a calculus for relatively short periods of weeks or a few 
months, without the complication of superimposed infec- 
tion. With the introduction of needle biopsy of the 
liver we can make repeated observations on such cases, 
both before and after relief of the obstruction. 

The outstanding features in the liver that have 
impressed me are three in number, and in this emphasis 
| agree with French workers whose findings are so ably 
Albot and Lunel (1955) 

First of all, liver cells are singularly little atfected, 
their vacuolation and acidophilic staining being, to my 
mind, of doubtful significance because they are so vart- 
ible and are influenced greatly by fixation and handling 
of the specimen. Secondly, localized pear-shaped areas 
of necrosis at the periphery of the liver lobules are not 
uncommon The third and most constant 
marked increase of the smallest bile ducts around the 
This is due to proliferation of the canals of 


has 


summarized by 


feature 1s 


lobules. 
Hering and their supporting fibrous tssue 
often present raised alkaline phosphatase and bilirubin 
levels in the serum, but other liver function tests are 
negative, although the colloidal red test is said to become 


Such cases 


positive when the fibrosis 1s progressing 
Prolonged obstruction of the extrahepatic ducts ma) 
in time produce a form of cirrhosis, especially when it 
is complicated by infection or hepatitis. This I shall 
label cirrhosis from biliary obstruction. In our 50 cases 
. 5070 








Biliary Cirrhosis with 
the Smaller Intrahepatic Bile Ducts 
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t gent or possibly to denatured liver protein. Such 
vIC C » my mind, represents the outcome of inte 
tte icks of liver-cell destruction ove i long 
period f time—our cases gave a history of jaundice 
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reco ogether with steady proliferation of the smal 
( ad . rr sis 








CIRRHOSIS BRITISH 
MEDICAL JOURNAI 
xe fairly severe. Generalized eniargement of lymph nodes 
s common, As the disease progresses the liver becomes 
smaller and portal hypertension may set in. Death thet 
results trom gastric haemorrhage, intercurrent infection 
tuberculosis 
The un disturbances in the liver are again confine: 
to the sma vile’ ducts. especially the canals of Herings 
d t canalicu Cholangitis and cholangiolitis ar 
illy present, with destruction and acute inflammatio 
na of the interlobular ducts (MacMahon, 1948 
K ) 1937 Moschcowitz, 1952). Proliferatior 
s of Hering and intralobular bile ducts gives ris 
t ew nature ducts | jecting into the tobul! 
il tract These are elongated, often tortuous 
i ed D pa cells like fib slasts. with lit 
¢ The connective tissue of the portal tract 
ed and extend into the lobules as finger-lik« 
es f tular bands around lobules. But tl 
i chitecture is disturbed only in the most chron 
ses More often the hepatic parenchyma is wel preserved 
| ition nodules are present the onl regior 
Ow or mecrosis are those adjacent t 
wmorn | Inflan mat cells collect n L£roups 
ind a such ducts but seldon nvolve the 
yules. Bile thrombi are always present and are numerous 
vhe 1undice 18 severe 


Necrotizing cholangitis of the smaller bile ducts is met 





with occas vy. but extravasation of bile and bile granu 

nata are rare though small or large abscesses are not 
uncomn Xanthomas are rare seen in the liver 
Primar i cirrhosis thus differs from the secondary 
ty n tl ysence of obstruction of the large bile ducts 
nd the presence of relapsing chronic inflammation in and 
iround the smaller bile ducts and canalicul Both forms 
however, show much hyper} a of the canals of Hering 
ind the intralobular ducts. with fibrosis, the extent of whicl 
irgely depends upon the presence of infection 

Our eight cases fall well into this group. The live 
veighed 1,280 g. « in average, with a rar of 885-—1,940 
Half of our cases were of long standing and had passed 
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di liferation, portal-tract infiltration w 
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Hanot’s Hypertrophic Cirrhosis 


Hanot’s (1876. 


is worth noting 


1892) own description of this condition 
Ihe liver is constantly enlarged, weighing 
from 2.200 to 4,000 as against the average normal weight 
of 1,450 g. One lobe may be more hypertrophied than 
the other, but usually the whole organ is involved. The 
surface is generally smooth, though sometimes grained and 
llow, brown, greenish, or very dark green in colour. Its 


consistency is increased and on section it may feel hard 





but elastic Large grey bands of connective tissue enclose 
yellow or green lobules. Blood vessels and bile ducts are 
normal. Lymph nodes at the hilum are seldom enlarged 
nd the gall-bladde is I | There gs no Obstruction to 
tne flow o} b le from the / ve 

In most cases the spleen is enlarged, weighing up to 


300 g., and shows perisplenitis and cartilaginous plaques 
( h OnIC 


beneat! ts capsule peritonitis 1s common, and 


the abdominal organs may occasionally be enclosed in 


fibrous adhesions [he peritoneal sac contains serous 
cloudy fluid which is variable in quantity but seldom 
abundant No special lesions involve the alimentary canal 


or the mucosa of the ampulla of Vater 


Micros cal there are five noteworthy features 

1. Connectiy 1¢ bands course throughout the liver, form 
ng irregul nds in the portal spaces and anastomosing 
around the lobul« These bands also invade lobules between 
the liver-cell trabeculae, t inating at a variable distance from 
} of the lobul Ihey may ramify and anastomose, to 
break up the lobul nto oO nd displace the centrolobular 
veins periph lly rl re often split by masses of small 
round, d | ined | pecially near or within the bile 


duc Here, too, the connecti ue is much increased, and 


ound the ducts (pericholangiocholitis) 











2. The flow of blood between portal and hepatic veins is not 
i ipted Prussian-blue susp ions, for instance, pass trom 
the portal vein into interlobular branches and hepatic venules 
The hepatic arteries and lymphatics are normal 
Ihe bile ducts of the portal tracts are lined by large cylindri 
il cells with a clearly visible nucleus which stains brightly with 
in Often the lumen is narrow or absent, and sometimes is 
locked by pign masse The hyperplastic connective tissue 
tr 11 ntire neth by a lar number of 
iu ; i 4 i viicn Drancn wd anastomose to form 
network [heir origin is uncertain. The lining epithelial cells 
nN losel packed ! bu nsverse sections disclose 
nall tut oc ional ilied with pigment [hese cell groups 
spring from hyperplastic interlobular bile ductules (Cornil, quoted 
y Hanot. 1892). Son how originate in old hepatic cells 
and tr i K let ng ago suggested. Ackermann (quoted 
¥ H ‘ 18 >) SnOowT lf A I b n cted by Ww V of 
nM ! il duct 
4 Tt iver ¢ ger normal in size and arrangé 
met hvpertroy i di ing f y change or pigmen 
tation W come into contact with connective-tissuc 
i lo icl break up, and disappear Hanot 
[ t enl nt of liver cells and nuclei 
du | ( d é He in n the iv 
of ’ hyper pl ir 
Ti r in th fina wes of the 
bx nsi ) perp! 1 cor sts with the 
hyp f tl | I li nl ement i lus due 
hy pl i < onn ue, hyf{ ophy of the hepatic 
ll d dilat of 1 I lobular bile c liculi 
Bil naliculi show evidence of bile stasis with the formation 
yf W rectly i¢ hyperplasia 1 
cL R fi fle ar ‘ 
4 
H t thi ! . . ) the ibundant diffuse connec 
tive-tissu nyt isia (>) the perfect conservation of most 
f the patic ¢ ind (c) angiocholitis and periangio 
cholit VOlV tt smal ind medium-sized b le ducts 
He I NnkKSs that ! p rtrophic cirrhosis belongs to the 
anat ca roup of porto-bilia cirrhoses The absence 
f ascites, the free flow of blood between portal and hepatic 
veins, tl precocious development of jaundice, and the 
pred nance of lesions around the bile channels suggest 
that tl ducts a the centre of evolution of the disease 


proc 8) t} liseases of the liver it is the one 


BILIARY CIRRHOSIS 


BRITISH §27 
MEDICAL JOURNAL : 


that is richest in new bile ducts; yet, strange to say, far 
from suppressing bile production, it seems to stimulate 
the organ to pour out bile into the intestine despite the 
jaundice. Hanot proposes for it the name of “ biliary 
diabetes.” He admits that nq cause is known. The chief 
clinical manifestations are chronic jaundice, enlargement 
of the liver and spleen, pigmentation of the skin, and often 
a moderate undulating fever. 

Little of note has been added to Hanot’s classical de- 
scription. On the contrary, much confusion has arisen over 
what is meant by Hanot’s disease. Albot (1955) limits it to 
those cases with severe biliary stasis arising in the minute 
interlobular bile canals (canals of Hering especially) and 
huge islands of lymphocytes at the margin between lobules 
and portal spaces. Kupffer cells, too, are increased in 
number and may form small cellular aggregates. 

I have seen two examples in the last 20 years that seemed 
to me to fit in very well with this description. Lymphocytic 
collections in the portal canals were very prominent and 
similar nodules in the thyroid of Hashimoto’s 

Both cases showed much splenomegaly but no 
But I see no good reason for separating Hanot’s cir 
the main 


recalled 
disease 
ascites 
rhosis from the group of primary biliary cirrhosis 
uncertainty arises in deciding whether it represents an early 
in which the unknown 


Stage of the disease or a variety 
stimulus falls particularly on the mesenchymal elements o 
perhaps local immunity possibl 
have developed 


the liver, or 
induced by denatured liver protein 


responses 


Canalicular Stasis 

After excluding cases of obstruction of the extrahepatic 
bile ducts, cholangitis of medium and small bile ducts 
with or without pericholangitis, there remain unexplained 
nstances of acute and chronic iaundice of hepatic origin 
They share one constant feature in the form of biliar 
thrombi located in the centrolobular zone and signs of 
biliary canalicular stasis. Inflammatory cells may be present 
within the tracts, but the bile 
unaltered. Liver-cell degeneration is not prominent and 
may even be absent More often the condition is associated 
with inflammation of the canals of Hering (cholangioli 


occasionally pass on to biliary cirrhosis. I 


portal ducts there are 





when it may 
have seen a number of these cases in recent vears largel 
diagnosed by way of needle biopsies 

Some are caused by 
during arsenotherapy, 
chlorpromazine. An allergic basis is suspected, but with 


drugs such as arsenic, especia 
, 


p-aminosalicylic acid, and recent 


very little evidence. Methyltestosterone in relatively large 
doses has been blamed (Wood, 1952; Almaden and Ross, 
lled hepatitis in adolescent girls i be 


1954) The so-ca 
in example (Popper and Schaffer, 1957) 


Some Problems of Biliary Cirrhosis 


This short survey should suffice to convince you that the 


pathogenesis of biliary cirrhosis is a complex one. How 
much more puzzling is the aetiology : for apart from those 
cases with gross obstruction to the large bile passages 


nothing is found to explain the cause. 1 doubt whethe 
success will crown this vital inquiry until we have simplified 


Nevertheless, some 


our understanding of 


pathogenesis 
progress can be claimed, and I shall try to convince you 


that the investigation of three problems may well disclose 


the secret of biliary cirrhosis These problems revolve 
iround the liver-cell necrosis, the fibrosis, and, above 

the bile-duct proliferation within the organ They are, 
1 believe, linked together by some disturbance of bile 


production and outflow, and apt to be complicated by the 
presence of infection. Complete obstruction to bile flow is 


Hanot’s 


cirrhosis. and canalicular stasis can develop in the absence 


not necessary, since primar biliary cirrhosis 


of any such obstruction And we shall see that all such 
changes may be induced in the liver of experimental animals 
without jaundice or obstruction of bile outflow It may 
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surely be significant that this latter state of affairs is also 
caused by the action of certain chemicals on bile-duct cells 
Perhaps we have before us, for the first time, a valuable 


signpost for future research 


Bile Flow in Health and Disease 


sa . ’ tor the use ol these structur al changes n 
the liver we ist. | believe, consider the bile flow from the 
i i d the inne 1 which that flow may be 

if uugh abr al conditions 


Il. Dynamics of Bile Flow 


B $ oduced in man at the rate of 15 mil. per kg. body 
24 hours, or 0.6 per minute in a person 
Weik V Kg Ihe pressure of secretion is Detween 200 
ind 30 n. Of wate ltt he sphincte Od 
yields wer pressures or example i ind dog 
UU [I wate ne it 30 Or wate ind tr 
) 70-150 Sobotka, 1937 
¢ flow is large determined by the flow « 100d 
ou e ve Braue fa 1954) Most of our ink 
ati C es ‘ cx iments dogs and may not be 
applicable to mal although there is close agreement 
twee the hgures e of bile flow ind secreto 
SS oth species d both are influenced severa 
c s \ i servation shows ciearly enoug! 
low is vith th i d flow tl 
j c { t itter dec 1 oes 
flow Dogs wit Eck’s fistula said ) cre 
e-ha the 1 il ¥ ¢ A raised head 
pressure im the hepatic arte decreases bile flow 
yCCiUS OI that arte oes necessa prevent th 
t bile (Camere ind Maye 1930 Certair 
I ugs-—-lor ex ple, sodit dehydrocholate and 
cincns creas t! hepatic irte 4 vd flow 
G d i> | despit th ict that a crease 
t i 1 o tne ¢ s ot essentia r a chovreretic 
spons e Salts Anoxia certall lecreases bile flow 
x ‘ und Or 141) although it does not significantly 
Iter the excretion { Diie Salis It seems, therefore, tha 
e reiavionship Detwee slood flow and bile production is 
A compicxX one and clearly controlled by hepatic-ce 
ct n the first instance [he studies of Brauer ef al 
154) with an isolated rat-liver preparation support these 
arly conclusions and suggest that the capacity of the biliars 
Ste is a elastic reservoir s large enough to hold d 
st. ti \ ime ) formed in a very short terva 
f ti } tr . ra uf _ terva i» Cwe T n ites 
Bile flow well known to be influenced by nervous 
s suc as bile salts and secretin, fatty d 
| t liseases decreas ¢ bolis! 
fl < ¢ \W ASSOC 1 witt 
Once aga ve ar ced ick to a conside 
I 4 4 Dp 4 tr — t c s Cr tic n 
S : 


2. Passage of Dyes through Liver Ceils to the Biliary Canaliculi 


M what we k Na it the n < e com 

va . , ft . it 
Frank 31, 193¢ H é 1938 
Mi 149 Graff 147 H } RB 

H 
at 
Wit! ) ira 
4 i pia n I : 
if K ler and wit! t 
I J Stead 
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stained in the centre of the lobules before the dye appears 
within the bile canaliculi, but after 5 to 10 minutes there 
s no difference in staining between central and peripheral 
liver cells. This agrees very well with the observations of 
Seneviratne (1949) on the removal of Evans blue from the 
blood stream by the central liver cells, and with my own 
mited studies with uranin 

Bile canaliculi contain the fluorescent dve 26 to 76 seconds 
ifter it reaches the sinusoids. By 30 to 60 minutes the live 
cells are cleared of the dye, though some can be detected 

the canaliculi as long as two to three hours after injection 
A canalicular network along the liver trabeculae is shown 
up in this way, similar to that demonstrable in fixed 
preparations. We may therefore conclude that uranin is 
eliminated by way of the liver cells and not by direct 
filtration to the canaliculi with subsequent reabsorption of} 
water by the liver cells as suggested by Pavel (1949). Per 
fusion experiments also teach us that uranin can be con 
centrated approximately 500 times in passing through liver 
ce which suggests that transport ts an active process 
Transfer of uranin takes place at the cellular surfaces 


sinusoid and liver cell, and liver cell and bile 





canaliculus, so that concentration is a two-stage mechanisn 
vhich again Suggests an active transier 

On the other hand, transport of uranin through the cyt 
plasm must take place very rapidly, since fluorescent 
ntensity does not differ in various parts of the cytoplasm 


which suggests that diffusion or filtration is responsible at 
this stage No accumulation can be detected in any 
inelle [ransport through liver cells thus seems to be 
eans of the active mechanism at the cell surfaces The 


dye is driven in the cells from the surface of uptake to the 


ation surface by the concentration gradient established 
, a 
T uptake. Uranin needs on an average 22 





> from sinusoids to liver cells and on 
average 24 seconds to pass from liver cells to canaliculi 


h 


li appear at all times to be 


in 

Ihe contents of the canaliculi 

fluid, with no evidence of local or generalized precipitation 
dves or other constituents No contractile activit ol 

car cular walls has been discovered (Grafflin and Bagley 

yncentration in canaliculi is first seen at the centre 


2 


the ver lobules, so that the liver cells here appear to 
possess greater secretory activity for uranin than those at 
the periphery of the lobules. Hanzon thinks that this may 
be due to a difference in the Qo or CO» tension between 


periphery and centre, or to a competition between other 


substances and uranin for the secretory mechanism in the 
tration curves of uranin and bilirubin 
n blood and bile. after administration of identical amounts 
of these substances. are much alike and both are affected 
by similar factors. Hanzon suggests that the two compound 
ma be handled by the same secretor mechanisms 
Experiments with uranin, therefore, may be used to cla! 


uur knowledge about the secretion of some of the norma 


constituents ot f ind to follow pathologic i! disturbances 
1 tn inctior 
vo kinds of substance are present in hepatic bile. S« 
ncet itions that differ slichtly from those mair 
t ] pla i d th no doubt represent a prot 
traf t isma 1b \ | The chre 
\ Na bk ( catit rhuUCOS ind 
Others ich bilirubin and p-aminoh 
il< ntrated ¢ iny more times tha 
i 1 react i of an active cret 
( k f 1950) In additior bile acids 
ia t inulactul b live cell 
Ih is d x! nta isis for th divisio 
A . t Hobe nd his colleagues (see Hébert 
4 W ) t nhien diff ! acidic nd t i Icss 
Ktent isic, dves are perfused through the isolated frogs 
ver they appear in high concentrations in the bile flowing 
tt rear It can be shown that concentration is not 
| t rption during bile secretion Such dye 
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are absorbed easily and their secretion is inhibited by 
surface-active, dehydrating, or antidispersing compounds 
that are rich in polar groups. These in turn are antag- 
onized by surface-active, dispersing substances that stimu- 
late bile flow, such as sodium salts of higher fatty acids 
(detergents) and bile acids. In contrast to such dyes are sub- 
stances, like glucose and inulin, that appear in the perfused 
frog’s bile without change in concentration. All of these 
substances are poorly absorbable. Very large molecules, 
like starch, fail to pass through liver cells 

[his concentrating action of the liver cells suggests that 
an active transport mechanism is concerned, as was first 
suggested by Héber and Titajew (1929) and later by Brauer 
and Pessotti (1950). Further evidence for such a mechanism 
s afforded by the work of Brauer et al. (1954) with the 
solated-rat-liver preparation. When the temperature of the 
perfusate is varied, bile production ceases at approximately 
25° C., and is greatest between 38 and 40° C. The Q; 
iverages 4.5 between 28 and 38° C. and 3.3 between 30 and 


40° ¢ [his suggests that bile formation must be an active 
secretion supported by metabolic energy for the perfor- 
nance of osmotic work. It is not based on a filtration- 
absorption mechanism, as some would have it. The 


ximal bile secretory pressure is determined by the critical 


pressure at which leaks appear in the biliary passages—in 
other words, the maximal pressure is a measure of the 
mechanical properties of the liver. Brauer ef al. also agree 


that the rat’s biliary system possesses an extremely limited 
capacity of in the absence of a 
also show that bile can be formed under 
which the pressure gradient from blood to 
bile passages is the reverse of that required for a filtration 
mechanism. Clearly there is little support here for a 
hypothesis that attributes bile formation to filtration. 


functioning as a reservoir 
gall-bladder They 


conditions 


Other observers have noted the influence of 


secretion 


temperature 
temperatures, for instance, retard 
the transport of dyes from blood to bile and decrease their 


Low 


on hile 


concentrations in liver cells and canaliculi (Jacoby, 1931; 
Reinhold and Wilson, 1934; Brokaw and Penrod, 1949: 
Hanzon, 1952). In the case of uranin secretion, Hanzon 


shows that the Arrhenius formula is obeved between 25 and 
44° C. in such a way as to suggest 
biological process responsible for secretion 
that the deviation at high and low temperatures from 
Arrhenius’s equation may indicate that uranin secretion 
depends upon enzyme-controlled metabolic reactions rather 
than a change in permeability of the cell membrane for the 
dye. Injurious agents, such as chloroform, cyanide, sodium 
strong irradiation with ultra-violet light, on the 
ther hand, bring about a sudden increase of permeability 
with a loss of functional polarity 
that may exist without anv morphological change. Oxygen 


an Oxygen-consuming 
Hanzon thinks 


cholate. or 


of the cell membrane 


deficienc however, reduces the volume of bile secreted 
ind the concentration of eliminated substances below 

rma Vacuoles storing uranin appear in the liver cells 
that are anoxic; they disappear rapidly when anoxia is 
relieved These facts once again point in the direction of 


in active process of secretion, dependent upon an adequate 
supply of oxvgen. 


I the excretion of bilirubin brings further support 
f ecretory mechanism in the liver cells. Bilirubin is 
produced by the action of cells of the reticulo-endothelial 
stem on haemoglobin or its breakdown products, and is 
transported from these cells to the liverasa protein complex. 


bilirubin migrates mostly with 
r-globulins (Snapper and 


shows that 
ind to some extent with 


Bendien, 1938: Gray and Kekwick. 1948; Martin, 1949; 
Klatskin and Bunvards. 1956). Recent work by Lathe and 
his co-workers (Cole and Lathe, 1953; see Gray, 1957) 
suggests that bilirubin, like steroids, is conjugated with 
glucuronic acid during its passage through the liver. Such 


conjugation makes the pigment more soluble in water and 
therefore more readily excreted by the liver cells into the 
canalicu Here again we appear to be confronted with 


an tive process 
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3. Acute Obstruction to Bile Flow 

When the common bile duct is obstructed, bile pigment 
reaches the lymph of the thoracic duct within 15 to 30 
minutes (Saunders, 1803; Wertheimer and Lepage, 1897, 
1899 ; Barron and Bumstead, 1928; With, 1954, review). It 
appears within the blood a little time later (Fleischl, 1874 ; 
Whipple and King, 1911; Mayo and Greene, 1929). If the 
bile passages of dogs are obstructed with pressures below 
250 mm. of water neither blood nor lymph displays bilirubin 
(Shafiroff et al., 1939). With pressures about 300 mm., 
about half the animals show bilirubin in both blood and 
lymph and the rest only in the lymph. With pressures 
above 400 mm. bilirubin is demonstrable in the lymph after 
15 minutes and appears in the blood a couple of hours 
later in all cases. These experiments suggest that the special 
secretory mechanism for transfer of bilirubin from blood 
to lymphatics begins to function when pressure in the bile 
passages exceeds 250 mm. of water. 

Recent electron microscopical studies of liver-cell struc- 
ture by Braunsteiner ef al. (1953) show that the bile 
canaliculi widen during bile stasis and become surrounded 
by a rich deposit of bile pigment. When pigment deposition 
exceeds a certain mass the cells near by become necrotic, 
and this is associated with or preceded by regurgitation of 
bile into the blood stream. 

The fluorescence studies of Hanzon throw much light on 
biliary stasis. When the bile flow from the bile ducts is 
stopped in the rat, the intraduct pressure rapidly increases 
and reaches a maximum of 12.8 0.05 mm. Hg (180 mm. 
of water) in 8 to 15 minutes. During this rise, which may 
be maintained for hours or days, uranin-filled canaliculi 
become slightly wider and fluoresce greatly. Here and there 
at the periphery of lobules, isolated vacuoles appear in liver 
They fluoresce strongly and resemble those seen 
when the liver is suffering from anoxia However, the 
secretion of uranin goes on normally in spite of impeded 
flow of bile until just before maximal pressure is reached, 
when concentrated uranin is suddenly seen flowing in one 
or several sinusoids throughout many lobules towards the 
central veins, where it is gradually diluted. 


cells. 


The source of the reversed uranin flow often lies at the 
extreme periphery of the lobules and occasionally may be 
traced to a vacuole or widened canalicular branch. As a 
rule it comes from isolated or small groups of strongly 


fluorescing liver cells. Such backflow, Hanzon suggests, 
indicates a leakage from the bile canaliculi to the blood 
either between or through the liver cells. Probably all of 


the bile constituents pass direct into the blood in this fashion, 
For a time. more and more liver cells fluoresce around the 
leakage, but after 15 to 30 minutes backflow ceases, 
although the injured cells continue to fluoresce for a long 
time. Such leakage appears to constitute a safety-valve 
mechanism, the biliary remains raised all 
of this time 

Freeze-dried preparations of such livers show no changes 


since pressure 


suggestive of rupture of canaliculi, so that it is highly prob- 
able that the bile is regurgitated from the bile passages 
to the blood. Leakage most often develops in injured liver 
cells whose been because of the 
tised pressure in the bile ducts, but toxic action of a high 
concentration of bile acids may be important, especially 
where the liver injured around the leakage. In 
this wav the focal necroses so typical of obstruction develop. 
seen within one hour of obstruction of the 
ameron and Oakley, 1932 ; 
Muzaffar Hasan, 1958) and many other 
animals at short but variable intervals. Man quite likely 
takes a longer time to develop necrosis than experimental 
animals, but few opportunities of checking this point have 


permeability has altered 


cells are 


These may be 
common bile duct in the rat (¢ 
Cameron and 


so lar arisen 
With obstruction, uranin 
almost normal in 30 to 90 minutes, even alter Severe stasis, 


reliet of secretion becomes 


Prolonged stasis (19 to 36 hours) gives serious functional 


disturbance, and uranin secretion then may be much 





paired It seems as if the secretory mechanisms of the 

ysvecome Ove loaded ind tneir ictivily falls off 
4. Prolonged Obstruction to Bile Flow 

\ ve od imitation ol 


the secondary biliary cirrhotic 


ver IS <¢ uined by deliberate ligation of the common bile 
luc u s I} results of numerous experiments 
ive been discussed several workers, all of whom agrec 
ut the outcome. For some weeks following obstruction 
e ex epatic and thepatic bile ducts dilate and show 
it ng nts { n which bile seeps out Ito 
e neighbouring lobules The weak spots are the canals 

Hering—the heel of Achilles, as Aschoff called them 
id waves of necrosis ebb and flow round these canals so 
g as obstruction to bile outflow is maintained. But there 
st s e sear ( mechanism available ior eacn 
ttle patcl f necrosis is short-lived and seldom recurs 
Necrotic cells, too, are effectively dealt with, for they seldon 
ive behind insoluble debris or induce fibrosis, so that 

C ouc atte t vent | € ves cannot b 

iw ecrosis 

B ir the most interesting efiect of prolonged bilia 
struct s the astonishing degree of biliary hyperplasia 
that sets in within a few days of obstruction Indeed 
division of duct cells may sometimes be detected 
witl ew hours. Buds and syncytial masses of dividing 
epithelit ow out from the portal tracts around and 
into the lobules. They are supported by a modest prolifera 
tion of connective tissue-cells and blood vessels, which 
become pronounced if infection is present In this way 
diffuse pse K bulation of the ve es s and the orgar 

takes on a rrhotic pattern Since biliary stasis stead 
ncreases as ducts proliferate and liver cells atrophy and 
lisappear when bile ducts encroach on their territory, there 





Bile as a Detergent 


Detergency 





Detergents are st known to us through the well-k \ 
properties of soaps and soap substitutes. In general, the 
— lane ph tic |} dr va hon cha ns comprising 12 
‘ 1 atoms, with wa soluble dissociable end 
I con n § ire most ilkali meta " 
which diss at wat to a ns-—the | d irl 





| we COO sa attrac t ( 
water ¢ that which exists wl i S 
( i vat he t be orientated 
‘ R , Iving ir ; and 
{ COO st g affinity fe vater, pri 
to t } Hence ¢ € surfac 
€ gu s ( it 
Q Iw € t statical ther nea lroplets 
luc tt Ireq sions i resist y Drownialr 
t t i ns sion and show little 
j 5 | globules S i nu 
n r | “hb eak r Det Q ‘ 7 
V ff red surface tension, and this agair 
es during collis Detergents 
I tant rties 1) the 
t vater and its interfacial tensior 
r | { agents in. 
fatty liqu 1 (3) they are good wet 
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dirt’ from ftabrics requires three processes (1) the spread 
of the soap or detergent over the greasy surface, with wet 
ting ; (2) the detachment of the grease from the fabric; and 
(3) the subsequent removal of the grease as an emulsion, 
Suspension, or loam 

In wetting, the attraction between the greasy surface and 
the water is increased by the orientation of the detergent 
The hydrophobic paraffin chair 
R , dissolves in the grease, the hydrophilic water-attack 


ing portion in the water, thereby anchoring water to erease 


molecules at the interface 


Detergency consists in an alteration of the angle of contact 
between the grease—water surface and the solid surface being 
cleaned from 180 to 0 degrees, measured in the water. Any 
liquid making a contact of 90 degrees or less with a solid 
will suffice for some degree of wetting, and will flow int 
1 capillary constructed of the same material without the 
ipplication of an external pressure. For washing, the deter 
gent must be able to enter the capillary spaces between the 
soiled fibres before the real detergent process can take 


place, 


In washing, then, the detergent flows along the capillar 
spaces of the fabric, orientates itself at the interface betwee 
trease and water, anchors these, and thus attaches the wate 
to the grease, with wetting 
surface the detergent rol 


After contact with the greasy 
lirt i lroy diameter) and 


! ts (up to 50 








j lirt from the fabric. It collects the dirt 
ocally on the fibre, thus making it suitable for removal b 
mechanical agitation (Adam, 1937). At this stage two con 
plications ma irise Some detergents react with certain 
polar components in dirt to form gelatinous complexes 
trapped by the fibre meshwork of the 
fabric, and rolled-up dirt may be re-deposited on the fibres 


absor be d 


hick ' . 
whicn ife Cas 


when the detergent is rapidly and substantial 
ation < 
s to form colloida! micelles. The nature 
of such aggregates is st highly speculative (Pankhurst 
1953; McBain and Hutchinson, 1955) 

McBain thinks that the ions of each molecule are tight! 
packed in a condensed monolayer, with the hydrocarbon on one 


Removal of the dirt is facilitated through ager 





detergent molecul 








side and the ionized hydrophilic groups on the other Suc 
leafl ire arranged in pairs, with the paraffin chains tn contact 
lik ndwich 

Hart preters spherical micelle, with upwards of 50 ior 
o directed that hydrocarbon chains are directed towards the 


ntre and hydrophilic groups are arranged around the periphery 
4 number of oppositely charged gegen-ions reduce the over 
charge on the miccile The chaotic motion of the paraffin chair 


s liquid hydr« 


makes them behave 
D postulates a sausage-shaped micelle with Hartle pheres 


Micelle formation is influenced by concentration of the 


detergent. length of hydrocarbon chains, whether the chains 





ire branched or not—branching produces smaller mice 


resence electrolytes which increase the stability ¢ 
celles, and the temperature, which influences kinetic 
nergy of the ions and so modifies micelle stabil The 
portant thing about the micelles is that they solubil 
fats, since the interior of the micelle—that is, the porti 


f 


resembles the free 





ide up of free-moving paraffin chains 
naraffin itself, modified, it is true, to some extent by the 


sheath of hydrophilic groups and ge ons. In this wa 





detergent micelles attach the grease to their internal portior 
therel removing them from the fabric 

[here is one further important property of detergents that 
eeds attentior They denature proteins. This leads to de 





crease in solubility of such compounds so they p 
cipitate more easil they also lose their specific activity 
especially when they are hormones and enzymes, and 5 
come more accessible to enzymic attack. Serum y-globulin 
for instar becomes vulnerable to tryptic digestion. Many 
detergent for xamp ordinary soaps, gramicidin—are 
stro icteriolytic and cyt tic for this reas¢ hence 
tne Is l irger 
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Detergent Properties of Bile 
Now it is generally agreed that bile acids in their normal 
environment dissociate as their salts and act as dete 
nts. Hence they promote emulsification and contact be 
insoluble and water-soluble compounds as in 
the digestion and absorption of fats from the intestines 


neutral 


tweel watel 


B Its resemble the long-chain paraffin salts in possessing 
water-attracting (hydrophilic), and water-indifferent fat- 
ttracting (hydrophobic) parts. The former includes —OH, 


SOs, -COO, or COOH groups, the latter most of the nuclear 
CH together with the 3-methyl groups. At bio 
gical concentrations the bile-salt molecules form micelles 
to those formed by other detergents (Isaksson, 1954: 
Verschure and Mijnlieff, 1956; Verschure er al., 1956). The 
erior of these bile-salt micelles can dissolve fats, so that 
substances exist in solution in micelles which are dis- 
medium because of their polar peripheral 


groups 


Si lal 


sed in aqueou 


ps (Haslewood, 1955; McBain and Hutchinson, 1955) 
hough the solubilizing effect of whole bile is attributable 
i to the salis, a contributory part is also played 

some bile acids, Na salts of fatty acids, long-chain fatty 
ds, lecithins, and perhaps related substances. Chole 
terol and other steroids—for example, carcinogens, hydro- 
carbons (Ekwall ef al., 1951)}—are partly dealt with in this 


through forming specific co-ordination com 


[hese latter are known as choleic 


way, partly 


ounds with bile acids 





icids, and they are generally water-soluble, which means 
that they can be readily absorbed from the intestine and 
10 doubt just as easily transferred from the liver cells to 
the bile In the pathway leading from the intestine to the 
iver cells, however, cholesterol is carried mostly as a 

icromolecular complex with and £ lipoproteins 

Bile constituents, like other detergents, can denature pro- 
teins and thus destroy bacteria and other cells. We are 
f liar with this property of bile through its well-known 

bacteriol\tic and haemolytic action 


An interesting property of certain synthetic detergents is 

ir capacity of forming synthetic fibres from proteins simi 

nm many ways to natural protein fibres Lundgren 

1949) says that solubilized collagen is one of the proteins 
} from which formed most easily. It may be 
suggestive that some of the non-ionic detergents give liver 
fibrosis when painted on the skin of mice daily (Holsti. 


fibres are so 


1956). Holsti has also produced cirrhosis of the liver in 
ibbits by the frequent administration of desiccated bile 
Obviously this field holds out promise of interesting 


developments 


Bile thus may be regarded as a detergent that launders 
the liver. It solubilizes greasy material and cholesterol that 
iccumulates at the interface between the liver cell and the 
bile canaliculus, and flushes out the water-soluble com- 
ponents such as Na, K, Cl, creatine, glucose, and bilirubin 
complexes. Its surface-active properties facilitate its flow 


fabric—that is, the 


external force 


ilong the capillary spaces of the liver 


e canaliculi—independently of any 


Through its denaturing property it attacks protein materials 


that may have penetrated canaliculi, making them vulner- 
ble to enzymic digestion and controlling the activity of 
hormones or enzymes that may have leaked through liver 
cells to the canaliculi. At the same time the bile salts carry 


property and their capacity to 
[he interaction with cer- 


nace in their cytolytic 
orm fibrils with soluble collagen 


polar components in fats to form gelatinous com- 
ponents in the canaliculi cannot be ignored and may con- 
titute the basis for bile thrombi 
Biliary Thrombi 
Biliary thrombi (casts, cvlinders, plugs) are found in many 


ms of jaundice, usually in dilated canaliculi and close to 
pigment granules in their cyto 


be completely destroyed or be 


ver cells that show many 

But liver cells may 
obviously degenerated in such localities, so that the origin 
All observers agree 
of the lobule with 


plasm 


thrombi is still uncertain 


first 


of biliary 


that the ippear in the central zone 
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all types of jaundice, but that they are found in the peri- 
pheral zone when hepatitis is long-continued. Liver-cell 
damage, we have seen, is not an essential factor, for thrombi 
form regularly during the jaundice produced by certain 
drugs such as toluylenediamine, methyltestosterone (Werner 
et al., 1950) and chlorpromazine (Menguy et al., 1955). In 
none of these instances is there definite structural change in 
liver 

Alteration in the composition of bile may be important, 
and Eppinger (1937) assumes that abnormal occurrence of 
protein—albuminocholie—may follow cellular breakdown 
or altered permeability for protein and produce precipita 
tion of bile components, especially bilirubin. The position 
is then analogous to that experienced with calculus forma- 
tion, the cell debris or protein acting as a “ nucleus” “for 
precipitation or crystallization. Eppinger sees support for 
the idea in the association of protein in the bile and 
thrombus formation during toluylenediamine jaundice 
Kiihn (1947) has described thrombi composed of protein 
without bile pigment in the early stages of viral hepatitis, 
and these have also been figured by Altmann (1949) in livers 
of animals exposed to lowered atmospheric pressure. Wein- 
bren (1952) suggests that when function is depressed 
or lost in necrosis hepatic cells do not secrete bile, so that 
the associated segments of canaliculi are empty. Adjacent 
still-functioning cells will continue to secrete, and, since 
there is no evidence of a gradient of bile flow in the canali- 
culi, quite likely some bile will pass towards the portal 
tracts and some away from it. The latter stagnates, becomes 
inspissated, and thus forms biliary thrombi, usually in the 
centrolobular zones. In fatal fulminant cases of hepatitis 
or necrosis few healthy liver cells remain, little or no bile 
is secreted, and bile thrombi are not formed (Wilson and 
Goodpasture, 1927; Mallory, 1947). In other words, bile 
thrombi are produced only when some hepatic cells are 
functioning. 

It would seem, then, that loss oi continuity of bile canali 
culi due to destruction of liver cells favours the formation 
of bile thrombi (Movitt, 1947). Other writers suggest that 
the thrombi themselves favour obstruction of bile flow in 
the canaliculi leading to a type of jaundice that is partially 
obstructive (Hanger and Gutman, 1940; Dible et al., 1943 ; 
Lucké and Mallory, 1946). 

On the other hand, biliary thrombi have been detected 
in the liver some 24 hours before the onset of clinical jaun 
dice (Mallory, 1947), and they are well to the fore in 
livers of children with neonatal haemolytic (Zol- 
linger, 1946; Craig, 1950), which suggests that the primary 
factor may lie in disturbed liver-cell function, as was 
concluded from the study of jaundice due to certain drugs. 
Further support for this interesting suggestion comes from 
Smetana and Johnson (1955), who demonstrated giant liver 
cells and abnormal canaliculi of embryonal character dis 
tended with inspissated bile in a case of neonatal jaundice 
Bile was being formed correctly enough in these cells, but 
there intercellular canaliculi to conduct it to the 


afferent channels. 


cells. 


liver 


disease 


were no 


Final Survey 

I must now try to find out what we know for certain 
about biliary cirrhosis. A century of patient observa- 
tion has taught us to recognize two clear-cut varieties, 
and to these I would add a third, as yet ill-defined, type 
which I have called canalicular stasis. To my mind this 
latter group holds many of the secrets of liver function, 
for it comprises disorders of bile production and excre- 
tion at the cellular level. All such functional upsets 
are a challenge to the researcher, no matter with what 
kind of cell he is concerned, but the reward is especially 
glittering when the discipline is applied to the diseased 
liver cell. We had come to a standstill in our search for 
the key to biliary stasis until our biochemical colleague, 
Dr. K. R. Rees, showed that bile can gravely disturb 
intracellular function, especially respiration 
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Bile or one or other of its components must be locked 
up within the liver cell before it can suppress irreplace- 
ible functions and so precipitate a cellular catastrophe 
And it is not only in man that these singular anomalies 
may be initiated. Veterinarians are recording puzzling 
examples of non-obstructive biliary jaundice that can 
end in cirrhosis. I recall the disease of sheep known as 
geeldikkop that is an economic worry in South Africa, 
facial eczema— 
that affects sheep and, to some extent, cattle in New 
Zealand. Distressing photosensitization symptoms tend 
to obscure the no less interesting liver disturbances that 


n 
r 


and the somewhat similar syndrome 


oduce jaundice and serious hepatic failure. So far as 
yne can judge from available accounts, these conditions 


lie midway between the biliary hyperplasias and canali- 
Whatever may be decided eventually about 


Cular Stasis 


their pathological status, there can be no question of 
the challenge they olfer to the serious student of hepatic 
function 

With some relief I turn to the obstructive type of 
biliary cirrhosis, for here, it would seem, is a much 
simpier proposition. As I shall show, such an assump- 


tion is far from warranted, despite some encour igement 
inalysis Elsewhere Muzatfar Hasan and 


I have discussed four important questions that need 


from early 


inswering if we are to understand how obstructive 
biliar cirrhosis 1S provoked, and l shall briefly 
recapitulate our arguments 

1. Since focal necrosis constantly develops soon after the 


extrahepatic ducts are blocked and continues in a cyclical 
fas! 1 throughout prolonged obstruction it might well be 
nougnt that the en ling ndrous-tiss le repail ind the isso 
ciated bile-duct proliferation would stamp upon the organ 
the pattern of cirrhosis 
in extent and severity, and regional correspondence between 
it and fibrosis is so uncertain that I doubt its importance 

2. Secondary infection is no uncommon complication of 
biliary obstruction and plays a dominant part, as Oakle 
and I have shown, in fibrosis, though it cannot be blamed 
extensive bile-duct hyperplasia All who have 


studied biliary obstruction have noted duct proliferation in 


But necrosis is extremely variable 


ted that a prolonged rise in intra 


duct pressure serious! nolests an organ whose duct has 
been obstructed. I need only recall the structural and func 
tional distortion of hydronephrosis ; a similar state of affairs 
§ encountered in the ver ind indeed has been labelled 
hvdrohepatosis by Counse and McIndoe (1926). Whether 


raised intraduct pressure acts by inducing ischaemia—such 


1 factor apparently is not to be invoked in the early stages 
of bilia obstructior ording to Dr. H. B. Stoner, who 
} i bl 1 fi tl iver at that time—or leads 

k flow t 1 led at present Here 
litt eld i ? re | I € 
ath 

4. Tha C ta litia ) juct pl 
ind s act le In rece e 
ny is | 1 discovered. Some ch 
wv, th 2 and ti iceta le nc 
| IIe \ ‘ 
te la Or! I 
i t l isotk inat ve h sia 1 ra 
/ S I ind M t 195 I 
Mel 1 R 1958) | € nfirmed tt 
Ita work s ra shown that rats i 
r ad h tr ind ft ! Ss if ths with 
€ 1€ 1S! h Hepati el ift 
t i Ca tand a from tl r I 4 
t Rec Mel Rees, and I ha d that 
t Dp i and w re now h 
i tr ; 
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Chere is, of course, a wide gap between such artificial 
experiments and human biliary cirrhosis, and so far no 
one has induced bile-duct proliferation and fibrosis by 
any component or derivative of bile, which is what must 
be done to consolidate the hypothesis. Holsti (1956), in 
Finland, has stated that he can produce cirrhosis by 
feeding rabbits for long periods with desiccated whole 
bile. The cirrhosis was portal in type, though a certain 
amount of bile-duct proliferation occurred. Until 
Holsti’s important claim is confirmed and extended to, 
say, the rat, we must be cautious in applying it to our 
problem. Workers in my department are repeating and 
modifying the bile experiments in the hope of gaining 
new support for a chemical factor. Parabiosis experi- 
ments, especially those recorded by Moore et al. (1942) 
and Zeckwer (1949), support the chemical idea 
they show that ligating the common bile duct of one 
parabiotic rat leads to liver necrosis and bile-duct pro 
liferation in its partner The outlook, then, is encour 
iging, but the difficulties that lie ahead in pursuing this 


elusive will o° the wisp cannot be disguised 


since 


I have here gone along many devious pathways and 
tried to surmount obstacles which I fear are insur 
mountable at present. To my mind, however, the pros 
pect is hopeful, since the pitfalls along the way are clear 


enough and signposts beckon us onwards 


I m indebted to many of my colleagu t Unive v 4 ( 
Hospital for generously allowing me to use their clinical records 
Mr. A. J. H. Rains, of the Department of Surgery. Queen I . 
eth Hosnital. Birmingham, gave me some useful references 1 
th fit of his experience 
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LaDue, Wroblewski, and Karmen (1954) found that the 
enzyme glutamic oxalacetic transaminase was present in 
considerable quantities in the serum following acute 
myocardial infarction A large number of studies 
have proved the diagnostic value of this laboratory 
test in acute myocardial infarction More recently 
(Wrdéblewski and LaDue 1956b) it has been demonstrated 
that parenchymal hepatic diseases are also generally 
iccompanied by marked elevation of the transaminase 
activity (T.A.) in serum. The more severe the disease 
the higher the activity in serum. In diseases of the 
biliary tract, on the other hand, this elevation is moder- 
ate and inconstant 

Karmen (1955) has worked out a spectrophotometric 
method for serum transaminase determination which is 
now extensively used in clinical practice. All our 
analyses were performed by the Karmen method with- 
out modification. In this paper we have restricted our- 
selves to discussing serum giutamic oxalacetic trans- 
aminase (S.G.O.-T.) determinations in hepatic diseases 
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In many cases we have also determined the activity of 
serum glutamic-pyruvic transaminase (S.G.P.-T.). The 
latter has been reported (Wrdéblewski and LaDue, 1956a) 
to be of some value in the diagnosis of hepatic disease, 
but our experience in this respect is still limited and our 
results are not quite consistent. 

The present series comprises 151 patients suffering 
from disorders of the liver and biliary tract—41 with 
acute hepatitis, 41 with cirrhosis, 42 with diseases of 
the biliary tract, and 27 with primary and metastatic 
carcinoma of the liver 


Acute Hepatitis 

The activity of serum transaminase was determined 
repeatedly in 41 patients—adults and children—with acute 
hepatitis. These 41 were arbitrarily divided into two groups 
according to the severity of the disease: 16 mild cases 
(icteric index a maximum of <35 units and duration of 
jaundice <21 days) and 25 more severe cases (icteric index 
~35 units and duration of jaundice >21 days). 

As is evident from Fig. 1, the icteric index and T.A. show 
a fairly parallel decrease in the mild cases, although the 
decrease of the latter is rather more abrupt, so that it reaches 
normal values sooner than the icteric index. In this group 
of mild hepatitis transaminase values of up to 400-500 units 
(T.U.)/ml. were found ; this is about 10 times the maximum 
normal value. It will be seen that these rather high values 
were found at an early stage of the disease, almost 
coinciding with the onset of jaundice. 

In the 25 more severe cases the T.A. reached much higher 
values, often 1,600 units/ml. 
Fig. 2 gives the T.A. in a fairly severe case of acute 
hepatitis. This graph shows how the activity is constantly 
increasing in the early stages of hepatitis, reaching its maxi- 
mum before the peak of the icteric index and returning to 
the normal range before the jaundice has subsided 

In addition to these patients, all of whom had been 
admitted with acute hepatitis during the days after the onset 
of jaundice, we had occasion to study the serum T.A, in 
the early prodromal phase of acute hepatitis and in very 
mild anicteric forms by following the course of an epidemic 
of hepatitis in a children’s institution. This epidemic was 
fairly massive, 19 out of the 60 inmates—adults as well as 
children—getting hepatitis. Four adults and four children 
had fully developed hepatitis with jaundice, whereas 11 
children presented the typical clinical appearance of anicteric 
hepatitis. The epidemic lasted three months, and there was 
evidence that the virus was transmitted from person to 
person via the faecal-oral route. The possibilities of food- 


Taste I Maximum Serum T.A. in 24 Cases of Proved Meta- 


static Carcinoma of Liver 


Average of 
Maximum 
Serum T.A 


Size of No. of 


Serum Range of Maxi- 
T.A 
Metastases | Cases t 


Normal mum 
Elevated Serum T.A 
19-70 T.U.'ml 45T.U, ml 


Smaller, 8 5 3 
limited 

Larger, 16 13 3 16-300 T.U. ml 116 T.U./ml 
extensive 2 


TABLE Il Maximum and Average Serum T.A. in 41 Patients 


With Biliary Diseases 


Maximum 


bn ha Rotaric — Ayereas 
" Index 
Obstructive jaundice withou 
inflammation of biliary 
tract 
Cholelithiasis 14 10-125 < 40-58 39.1 
Cancer of biliary tract 6 40-200 40-84 | 43-3 
Obstructive jaundice with | 
inflammation of biliary | 
tract : 
Cholelithiasis and 
cholecystitis 17 12-110 42-228 105-8 
Cancer of biliary tract 5 90-220 | 66-178 | 126.0 
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water-borne transmission and of homologous serum 
hnepauus could be excluded 

Blood samples were drawn from all the inmates at weekly 
vtervals for seven weeks and tested for T.A. and thymol 

bidity The results were as follows: (1) In all cases of 
inicteric hepatitis the T.A. was raised to two to six times the 
pper limit of normal, which is 40 T.U./ml. The variations 
n serum T.A. corresponded exactly to those found in 1 ! 
epatitis with jaundice. (2) Three children without clinical 
f hepatitis exhibited transitory elevation of the T.A.., 


Lit 
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Mepicat JouRNal 


lasting for from one to three weeks. This elevation was 
followed by an increase in the thymol turbidity persisting 
for weeks. (3) In six cases which we had occasion t 
examine before hepatitis became clinically manifest, a rise 
of T.A. to abnormal values preceded the symptoms and 


signs by two to eight days (cf. Fig. 3) 


Cirrhosis of Liver and Chronic Hepatitis 
A total of 41 patients with chronic hepatitis and cirrhosis 
of the liver were studied. No difference was found in the 






































ens of 
mean and maximum transaminase values in 
| the various aetiological groups—portal ci 
| rhosis, chronic hepatitis, biliary cirrhosis 
a4 e etc. On the other hand, the mean and maxi 
cTERIC INDEX mum transaminase values were higher in 
Q 
‘ jaundiced than in non-jaundiced patients, 
as : In cirrhosis of the liver and in chronic 
hepatitis the T.A. generally follows an 
‘ " irregular course The highest values are 
374 
a seen when the clinical condition is poor, and 
ra) o\s a fall towards normal values is generally 
~“ encountered when the patient improves 
S ¢ \ ‘ 
¥2 > . ‘ under conservative treatment with bed rest 
VU } 
= ‘ a and dietetic measures 
4 ‘ . 
iy 19 ‘ AA \ In diagnostic chronic hepatitis, tran 
rent : 
T ] XX. \ aminase determination is probably of minor 
= " x importance It must be mentioned, how 
' ' \ Sek ~ ever. that in three cases of cirrhosis of the 
Q . liver an abnormal serum T.A. was the only 
. : WS a evidence of hepatic disease, whereas the 
. N ™ Me - 
SS 2 in other routine “ liver tests namely, icteric 
“ ; 
7 > . — index, thymol turbidity, Takata—Ara, uro 
: 
74 ‘ » S~, a bilin, alkaline phosphatase-—-were normal 
 % *\ The diagnosis was ultimately confirmed by 
he? big \ 
2404 ¢ SERUM TRANSAMINASE liver biopsy or serum electrophoresis 
One patient with cirrhosis of the liver w 
admitted after a large alcohol intake \ 
ite marked rise in the T.A. was found shortls 
; ifterwards and a fall to normal values 
of “\ during the next few days (Fig. 4) 
= “\ 
- ~ 
~ \ ‘ 
5124 WY ’ Primary and Metastatic Carcinoma 
° \ \ of the Liver 
- \ 
~ ™ \ 
‘ eal Twenty-seven patients had cance 0 
6° %. x 
] \ ~ ° a liver ; metastatic carcinoma was present 
: Ree 23, and primary tumours in 4 cases Tl 
40- . ~ ‘ Uy 5 a ea a values were raised in 2] and 
Yyy Y — nor n ¢ e es the transaminase 
(LE Lyqeee: y, Yfyy ff 1ormal in 6. In five cas I nsamina 
ILLLZZZ Ve 4444 Mhdbd test was the only routine live test that 
° T rT howed abnormal values 
3 5 ? 9 " 3 15 "7 19 2 = 
ede = In 24 out of the 27 cases the size of 
DAYS AFTER APPEARANCE OF JAUNDICE 
: : f , , tumour could be assessed at necropsy 
Fig. 1 Six :. of mild if her I Top ( j ol cleric Index a 4 
letermined | M neracht od Botto S ' in tivity operation These findings were compared 
with the maximum serum T.A. (Table I) 
1%) £ ‘ It appears that a rough correlation exists 
}> 4 4 between the size and extent of the tumours 
} 
400} F > [ vine 7 ind the T.A. in serum. On the other hand. there was no 
. — ; 
4 " orrelation between the malignancy of the neoplasms and 
| , ° 
F the serum T.A. Rapidly growing anaplastic carcinomas and 
a 
9 LS nore differentiated slowly expanding adenocarcinomas would 
‘ 1 wil . be accompanied by high, moderate, and normal transaminase 
| | lue 
ues 
= 700; jn 
j 
f - 
50 A Diseases of the Biliary Tract 
, --* We had occasion to study 42 patients with diseases of the 
4 biliary tract of different aetiology. As is apparent fron 
wo rr be . 
j J . Table Il the T.A. was normal or only slightly elevated in the 
a8 tne, presence of biliary obstruction without signs of acute 
— . . 
0 4 i ““*---« inflammation If, on the other hand, the obstructive 
— a nora a jaundice was complicated by acute inflammation of the gall- 
way we v ’ 
bladder and biliary tract, the T.A. was constantly elevated, 
Fic. 2.—Serum T.A. in 45-year-old woman with severe acute ; ’ 
enatiti on an average to about 100 T.U./ml 
her 
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Fic. 3.—Course of serum transaminase and thymol turbidity in 
six cases of acute hepatitis, before and after onset of symptoms 
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Fic. 4.—Increase in serum transaminase following alcohol intake 
in an alcoholic man aged 54 with cirrhosis of the liver, confirmed 
by biopsy 


If obstructive jaundice is accompanied by acute inflam- 
mation of the gall-bladder and biliary tract there appears 
to be a certain correlation between the intensity of the 
jaundice and the height of the T.A. Furthermore, the T.A. 
generally fluctuated synchronously with the temperature and 
clinical condition. These findings suggest that acute chole- 
cystitis and cholangitis involve the hepatic parenchyma at 
an early stage. This has previously been emphasized on 
histological grounds, among others, by Himsworth (1950) 

Where cholelithiasis is not accompanied by jaundice or 
inflammation the T.A. is invariably normal 

Fig. 5 gives the course of T.A. in a case of acute chole- 
cystitis in a 59-year-old man. It shows how the T.A, rises 
to slightly abnormal values, falling again almost syn- 
chronously with the temperature 
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Serum T.A. in a 59-year-old man with recurrent acute 
Course of serum transaminase. Bottom: 
Temperature chart 
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cholecystitis Top: 


Discussion 


In all essentials, our findings confirm the scanty results 
obtained elsewhere, primarily that the serum T.A. is an index 
of the severity of parenchymal hepatic disease. 

Experimental investigations into the cause of the rise in 
serum T.A. in disorders of the hepatic parenchyma are still 
few, and the results are not quite consistent. Most of them 
indicate that the T.A. reflects the degree of liver-cell necrosis 
at a particular moment. 

In animal experiments (Molander ef al., 1955) a propor- 
tionality has been demonstrated between the amount of 
chloroform administered in hepatotoxic doses and the 
resultant serum T.A. Friend ef al. (1955) have found that 
in animals inoculated with mouse hepatitis virus the height 
of the serum T.A. was roughly proportional to the amount 
of the inoculum and to the degree of liver-cell 
damage. 

In explanation of the elevation of T.A. following acute 
myocardial infarction, a generally accepted theory is that the 
necrotic breakdown in the myocardium releases transaminase 
into the blood stream. This theory is strongly corroborated 
by animal experiments (Agress et al., 1955). Whether it also 
applies to the elevation of serum T.A. seen in liver diseases 
cannot be clearly ascertained from the experimental results 
reported so far. 

The present study was mainly concerned with the clinical 
aspects of the transaminase test, and an attempt was made 
to evaluate this laboratory test as an aid in the differential 
diagnosis of various diseases of the liver. According to this 
series, repeated transaminase determinations combined with 
repeated determinations of the icteric index offer a valuable 
help in the differential diagnosis between parenchymal and 
obstructive jaundice. If the patient is severely jaundiced, a 
high T.A. (>600 T.U./ml.) indicates hepatitis, whereas a 
moderate elevation of T.A. strongly suggests obstructive 


virus 


jaundice. 

In mild hepatitis the abrupt fall towards normal values in 
the course of one to two weeks helps to distinguish this con- 
dition from obstructive jaundice with inflammatory involve- 
ment of the biliary tract. In the latter the T.A. fluctuates 
synchronously with the icteric index and body temperature 

The transaminase test has not proved of any assistance 
in distinguishing between the different types of chronic liver 
disease. Exactly identical tracings are obtained in cases of 
primary portal cirrhosis, biliary cirrhosis, chronic hepatitis, 
and cancer of the liver. 

If the theory that the serum level of transaminase reflects 
the degree of liver-cell injury is accepted, the present purely 
clinical study permits a few conclusions regarding the patho- 
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anatomical and patho-physiological changes in the course of 
parenchymal liver disease. 

In mild cases of hepatitis the T.A. generally shows a rapid 
and abrupt increase, reaching its peak approximately at the 
onset of jaundice. In more severe hepatitis, the peak value 
is much higher, and is attained some time after the appear- 
ance of jaundice but some time before the jaundice has 
culminated. Like other workers (Wroblewski and LaDue, 
i9S56a, 1956b) we observed that subjective improvement 
occurs simultaneously with or just before the precipitous 
fall in T.A. We think this may indicate that in mild 
hepatitis the destruction takes place within a 
very limited coinciding approximately with the 
jaundice, hepatitis an 


ictive necrotizing process will persist for some time after 


liver-cell 
period, 
onset of whereas in more severe 
the onset of jaundice. 

In clinical practice, repeated T.A. determinations during 
the first days of the disease may to a certain extent afford 
an evaluation of the prognosis as regards duration. 

Also in cirrhosis and in chronic hepatitis, transaminase 
determinations may be of help in evaluating the activity of 
the necrotizing process. As mentioned above, a considerable 
rise in T.A. followed upon alcohol intake in a patient with 
cirrhosis, and in most patients with rapid 
decrease in T.A. was observed during conservative treatment 
suggest that this 


cirrhosis a 
These findings are interesting because they 
sensitive laboratory test may become a key to a better under 
standing of the effect of hepatotoxic agents and of thera 
peutic measures in chronic hepatic disorders 

Our epidemiological studies show that the transaminase 
valuable aid in the diagnosis of anicteric hepatitis 
test, which—in children 


test 1S 
and a supplement to the thymol 


especially—is not quite specific. Like LaDue ef al. (1954), 
we believe that the transaminase test gives us increased 
possibilities of diagnosing cases of hepatitis in the early 
prodromal stages, sometimes before the appearance of an 
symptoms. Furthermore, this laboratory test apparently 


detection of subclinical asymptomatic cases 


ment W hen the liver-cell damage occurs 


nakes the 


possib it tne m 
[ ea ( 
Summary 
A total of 151 patients suffering from disorders of the 
repeated 


trans- 


liver and biliary tract were investigated by 
transaminase 


Clinically 


ox ilacet ic 
correlation 


tests (glutamic 
there was a 


transaminase and the 


serum 
aminase) good 
serum level of 
severity of parenchymal liver 
diseases of the biliary tract, patients with acute chole- 


much 


between the 
disease. As regards 
cystitis or cholangitis showed on the average 
higher transaminase values than patients without evi- 
dence of inflammation in the biliary tract 

In a study of an epidemic of hepatitis in a chil- 
dren's institution, the serum transaminase test proved 
of value in diagnosing anicteric hepatitis and in detect 
ing asymptomatic contact cases. Rises of transaminase 
activity to abnormal values were encountered two to 


eight days before the onset of clinical symptoms 
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In 1923 one of us described a form of infantilism 
characterized solely by a marked retardation of growth 
and of sexual maturation which responded promptly to 
thyroid therapy, although there were none of the usual 
signs of thyroid insufficiency (Zondek, 1923). 
of a 19-year-old youth was recorded. 


The case 
Because of the 
favourable effect of thyroid therapy, which was regarded 
as specific, this form of infantilism was considered to be 
of thyroid origin and consequently termed “ thyrogenic 
infantilism. Falta (1928) confirmed the beneficial effect 
of thyroid medication in certain cases of infantilism 
So far aS we are aware, no other reports on the subject 
have appeared. Zondek himself (1953) admitted that * it 
is hard to conceive that thyroid hypofunction may be 
restricted to processes of growth and maturation without 
producing at the same time well-known 
nyxoedema.” 


features of 


Nevertheless, following the investigations of a recent 

case which corresponded closely to the original descrip- 

tion of “ thyrogenic” infantilism, the existence of this 
} 


syndrome has been confirmed 


Case Report 

A youth aged 18 was born in Morocco and had lived 
there until a month before his admission to hospital. The 
nembers of his maternal and paternal families are said to 
be in good health. An accurate medical history of the 
patient was unobtainable. He claims that he had been sn 
for his age from the age of at least 8 or 9 onwards. Owing 
to his underdevelopment he had been neglected by his 
ind had almost never attended school 

With the exception of his head, which was rather large 
in comparison with the rest of his body, the patient was a 
proportionate dwarf, whose general appearance on admis 
responded to that of a 9-year-old boy. His height 
was 4 ft. 5 in. (1.35 m.) and weight 94 Ib. (42.5 kg.) (Fig. 1) 
He appeared to be completely normal in intelligence : he 
studied hard, learning, among other subjects, to speak, read, 
ind write the rather difficult Hebrew language. He was 
lively and active, both physically and mentally. 


family 


sion col 


Careful palpation of the neck region did not reveal any 
enlargement of the thyroid. The skin was of normal 
texture. There was neither body nor facial hair. The voice 
had a high pitch. The testicles were about 2 by 1.5 cm.. and 
the penis was 4 cm. long and very thin. 

The pulse rate was 80-90 per minute, and the blood pres- 
sure 100-110/80 mm. Hg. ercussion and radiography 
showed that the heart was enlarged on both sides: there 
were no murmurs. The electrocardiogram was normal, as 
were the tendon reflexes 
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Laboratory Investigations 


Routine urinalysis, the blood count, and the erythrocyte 
sedimentation rate were within normal limits. The values 
for serum urea, glucose, calcium, phosphorus, sodium, and 
potassium were also normal. Total serum cholesterol varied 


in seven determinations from 120 to 145 mg./100 ml 
Serum alkaline phosphatase was 4.1 Bodansky units 
Albumin was 4.3 and globulin 2.3°. Paper electro- 
phoresis of the serum proteins gave a value of 31.2% for 
albumin, 8.5° for e-globulin, 13.5°, for e@-globulin, 17.4° 
for f-globulin, and 29.4 for globulin. The serum 
protein-bound iodine (P.B.1.) was 8.9y and 10.6) on two 
occasions before trace! I studies were made. 
The B.M.R. was on two occasions +10°% and +14 

Urinary 17-ketosteroids were 4.6 mg./24 hours. Less than 
30 m.u. of follicle-stimulating hormone was excreted pet 


litre of urine, showing that there was no primary testicular 
insufficiency, in which much higher values are obtained 
Radiological examination of the bones of the upper limbs 
showed that the bony age corresponded to a 
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differential counting during the radioiodine tracer tests 


showed conspicuous differences of radioactivity between the 
three lobes of the thyroid. At 24 hours after the first tracer 
dose the relative radioactivities of the isthmus, the right 
lobe, and the left lobe were respectively 100, 60, and 20, 
taking the isthmus radioactivity as 100. At the third test at 
24 hours the respective values were 100, 25, and 2.5; these 
differences then tended to diminish, and at 96 hours the 
isthmus and the right lobe had the same radioactivity, while 
the left lobe was still 2.5 times less radioactive. 

During the fifth radioiodine tracer test the acid butanol 
extractable radioactivity (Roche et al., 1954), determined on 
serum taken 24 hours after the ‘I dose, was only 15.6 
of the total serum radioactivity (average of duplicate deter- 
minations), as compared with normal values of 85% and 
higher 

Results of Treatment 

[riiodothyronine (T3) was given during 57 days in daily 
doses of 60 “g. (a total of 3.42 mg.). During that period the 
patient put on 2 kg. in weight, and grew 5.5 cm. in height 





chronological age of 9 years ; the epiphysial 
open The skull and the 
radiologically normal. The 


‘lectroencephalogram was also normal 


lines were wide 


sella turcica were 


Radioiodine Tracer Studies 


doses ol 
different 
ind 


with 
three 
was started 


The 


studies 
undertaken on 
treatment 


Radioiodine t 
YO 


acel 
were 
occasions before 


under identical conditions results are 


summarized in the Table 

he first test gave a distinctly hyperthyroid 
pattern with high thyroid uptakes, high 
plasma concentration of I, low urinary 


excretion, and low salivary concentration. 


In the second test, while the thyroid up- 


take and urinary excretion were still at the 
lower limit of the hyperthyroid range, the 
total plasma concentration of I was nor 
nal and the salivary concentration of the 
sotope was at the upper normal limits. The 


protein-bound I conversion ratio (protein 
bound I /total | in the plasma, accord 
ng to the method of Clark) was at 24 hours 
11°, a low value which was compatible with 








the value for the salivary concentration of 
| (Freinkel and Ingbar, 1953, 1955; Thode An 18-vear-o 
1954; Jaimet and Thode, 1956; Stein Fig. 2, after 
al., 1957) 


The third test showed a further decrease of thyroid uptake 





to normal values at 24 hours Salivary concentration of 
I was low, probably indicating a higher conversion ratio 
han in the previous test 
In addition to the spontaneous changes from a _ hyper- 
hyroid to a euthyroid pattern of [ uptake and release 
Resu of I Stu (SO uC.) 
Thyroid Urinar T ta Salivary 
Uptake Excretion Plasma - 
Concen- 
( of Dose) (°< of Concentra - 
ration 
Dose) tion la een) 
* 4h 24 hrs (aC. litre) 4 | og Remark 
’ ; = 24 hrs a 
Ny ral 
Range 11:440:10 SO. § 0-07 - 0-03 S 
1. Tracer 25 62 7-5 0-19 3-0 
12/12/56 | 
Tracer 19-2 49 x 0-08 ! 7-05 | | Before 
131 57 | { treatment 
Tracer ) s 0-08 2-4 
132/57 
4. Tracer 10-4 14 80-4 0.27 26-9 During T, 
12 687 therapy 
S$. Tracer 12-7 | 30-1 55-8 0-09 5-2 20 days after 


cessation of T, 


Id 


five 





before treatment. 
weeks of IT 


infantilism 
day). 


outh with 
weeks of | 


Fig. 1, 


* thyvrogenic 
(60 ug. a Fig. 3, after eight 
His bony age developed, and corresponded to the chrono 
12 years at the end of the period of treat 
cm. in length and became 


logical age of 11 
ment. The penis grew to 6 
much broader The testicles also grew to 4.5 by 3 cm 
Pubic hair started to appear soon after the beginning of 
treatment and progressively became fairly dense. A slight 
moustache appeared (Figs. 2 and 3). The voice became 
deeper. Libido was awakened in the course of treatment, 
and on occasion sexual behaviour became excessive. At 
the end of the period of treatment the 24-hour urinary ex 
cretion of 17-ketosteroids had increased to 10.6 mg., a value 
normal in our laboratory for the chronological age of the 
patient 

At no time during treatment was there an indication of 
thyroid hormone overdosage (no tachycardia) except for a 
transient rise of the B.M.R. to +51 five days after start- 
ing T The B.M.R. fell within the next II days to +21%,, 
despite the continuation of the same daily dose of hormone. 
Another 18 days later it was +17°, and has shown no 
change since. 

[Throughout the period of treatment the size of the heart 
shadow, which was radiographically determined at weekly 
intervals, showed no change whatsoever. Since it has been 
shown that under Ty, therapy the size of the myxoedema 
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heart returns to normal in 3-15 days (Zondek et al., 1955), 
the cardiac enlargement could hardly be interpreted as a 
manifestation of a myxoedema heart” (Zondek, 1918, 
1919) 

\ radioiodine tracer test during treatment (see Table) 
evealed, as expected in clinically euthyroid patients, a 
distinctly hypothyroid pattern and also a uniform distribu 
tion of the radioactivity over the three lobes of the thyroid 
\ fifth tracer test performed three weeks after the cessation 
of treatment showed a return to a euthyroid pattern 
Directional counting on this occasion showed that the 
isthmus of the thyroid again had concentrated far more *"'! 
than either lateral lobe—an abnormal distribution similar 
to that which had been observed before treatment 


Discussion 


Chis case fits in well with the original description of the 
syndrome of “ thyrogenic” infantilism proposed by Zondek 
1923) on purely clinical grounds—that is, the beneficial 
effects of thyroid therapy In both the present and the 
original cases there was only somatic and sexual develop 
mental arrest. None of them displayed signs of thyroid 
nsufficiency. Laboratory findings in the present case were 
ilso either in the euthyroid or even hyperthyroid range. 
Nevertheless, all patients responded to thyroid therapy 
dramatically—the previously reported ones to desiccated 
thyroid and the above case to triiodothyronine 

A gross abnormality of the present patient’s circulating 
thyroid hormone was its extremely low extractability into 
icid butanol, presumably indicating that the circulating 
odine compound contained only very small quantities of 
thyroxine and triiodothyronine. It is also possible that the 
serum contained the normal hormonal constituents, but in 
in abnormally bound form, or. alternatively, that the serum 


contained an abnormal iodine compound in an abnormal 
binding 

Be that as it may, it appears that the circulating iodine 
compound was able to maintain the normal activities of 
thyroid hormone in the adult, but was not available for the 
inabolic functions which thyroid hormone normally fulfils 
n the growing organism, such as its maturing effects on the 
skeletal and genital system. This remarkable discrepancy 


vay be explained either by assuming that the abnormal 
circulating iodine compound was in itself able to maintain 
nost though not all functional activities of the normal 


thyroid hormone, or by assuming a failure of certain target 
gans to transform the abnormal circulating iodine con 
pound into the peripherally active thyroid principles (pe 


pher il theor Zondek, 1924) The possibility may also be 
msidered that the abnormal circulating thyroid hormon 
was not available to the pituitary, which was thus prevented 


om producing growth hormone (Eartly and Leblon« 
954) and gonadotrophins 
It should be mentioned that abnormaiities of the circulat 
thyroid hormone have previously been observed in cases 
thyroid cancer (Robbins ef al., 1952, 1955; Tata et al 
956), of Hashimoto's disease (Owen and McConahe 1956) 
f non-goitrous (Whitelaw er al 1956) and of goitrous 
cretinism (Stanbur et al., 1955, 1956a, 1956b; Querid 
t al., 1956). Two recently described cases of infantilism in 
girls (diGeorge and Paschkis, -1957: Werner ef al., 1957) 
had low acid-butanol-extractable todine and high serum 
P.B.I.-levels as in the above case However, the former 


differed from the latter by having an easily visible and palp 
ible goitre and some evidence of hypothyroidism such as 
1 high serum cholesterol and a low serum alkaline 
phosphatase 

Another interesting feature in the present case was the 
spontaneous variability of thyroid function in the radio 
iodine tracer tests, with regard both to the overall activity 
of the thyroid and to that of its three lobes This was very 
»markable indeed, as careful clinical examination revealed, 
» course of observation, a normal homo 


throughout the whol 
genous gland—that is, the absence of either a diffuse or a 
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localized increase in volume. Under such conditions similar 
differences in *"‘I uptake and release, which must be attri- 
buted to a failure of the normally active regulative mecha- 
nisms of thyroid activity, have to the best of our knowledge 
not been recorded, 

As to the diagnosis of thyrogenic infantilism, it should 
not be inferred from our description of the syndrome that 
every case of somatic and sexual developmental arrest 
characterized by the absence of hypothyroid manifestations 
should be classified as “ thyrogenic *’ and should be expected 
to benefit from thyroid therapy. We have now two patients 
under observation who, although their clinical picture is 
suggestive of “thyrogenic” infantilism, are completely 
refractory to thyroid therapy. It is true the pattern of 
thyroid function observed in them does not conform to the 
ibove outlined abnormalities of thyroid function and of the 
circulating thyroid hormone. However, it is as yet too early 
to say whether these phenomena are pathognomonic of 
“ thyrogenic ” infantilism or only related to the above case 
At the present stage of knowledge only the positive response 
to thyroid therapy should be regarded as decisive for the 
diagnosis of the syndrome 


Summary 


A case of “ thyrogenic ™ infantilism in an 18-year-old 
youth is reported. The characteristic features of the 
syndrome are: (1) marked retardation of somatic and 
sexual development and a corresponding retardation of 
the bony age; (2) no clinical or laboratory signs of 
thyroid hypotunction ; and (3) a dramatic response to 
thyroid therapy, resulting in body growth, with a corre 
sponding development of the bony age and sexual 


maturation 

In the case described the serum protein-bound iodine 
was high and the extractability of the circulating iodine 
compound into acid butanol was extremely low. 

Regardless of the nature of the abnormal circulating 
iodine compound, it was apparently able to maintain 
the normal activities of thyroid hormone except for 
those on somatic and sexual development. 

Chere was a spontaneous change from a hyperthyroid 
to a euthyroid pattern in repeated radiodine tracer tests 
ind large differences in the radioactivity taken up by 
the three lobes of the thyroid, notwithstanding a lack 
of clinically demonstrable general or localized volume 
increase of the thyroid tissue at any stage of the observa- 
tion. Whether these abnormalities of thyroid function 
ind of the circulating iodine compound are related to 
the syndrome of thyrogenic infantilism or only to the 
case reported here is not known at present and will be 
the subject of further investigations, 


Our thanks re due to Glaxo Laboratories Ltd., Greenford 
Middlesex, for the generous supply of triiodothyronine used wu 
tin studs 
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CARDIOMYOTOMY FOR ACHALASIA 
OF THE CARDIA 
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HAREFIELD HOSPITALS UP TO 1955 
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Although cardiomyotomy for achalasia of the cardia 
was described by Heller in 1914 it was not widely prac- 
tised in Britain or America until 30 years later. Writing 
from the Mayo Clinic in 1940, Gray Skinner re- 


ported that Heller’s operation had not been used in the 


and 


achalasia seen there up to 
(1946) did not 


treatment of 1.200 cases of 


that time Grey Turnet recommend 

cardiomvotomy for achalasia 

The first report of the 

votomy in this country came from Barlow (1942), who 

Barrett ( and Allison 
+} ’ 


ition as the surgical treat- 


successful use of cardio 


950) 


described four operations 


(1950) advocated Heller's opel 
Several further papers (Wangensteen, 


1956) con- 


nent of choice 
1951 I ffler 


med Barrett’s opinion that Heller's operation should 


ind Rogers, 1955 : Brewer et al., 


operations because it Is not 


Other recent evidence 


eplace the more radical 
followed by peptic oesophagitis 
however, has suggested that Heller’s operation may also 
ind complications of 


ind Nem 


be followed by the symptoms 


O<2 
gastro oesoph igeal eflux (Hawthorne 1953 


Hawthorne et al., 1956) 
This paper is an attempt to cast further light on the 


value and limitations of cardiomyotomy and the inci- 


dence of post-operative peptic oesophagitis by reviewing 
the combined experience ol the surgeons of the M iddle- 
sex and Harefield Hospitals from its introduction in 
1947 until 1955 The : 
physicians who have not been concerned in the treat 


results have been assessed by 


ment of most of the patients 


Material 

performed on 26 patients at the 

Harefield Hospital 
Between May, 

interviewed, 


D.A.), and a 


Cardiomyotomy was 
Middlesex Hospital and nine patients 
April, 1947, and August, 

1956, and March, 1957, 27 of these 
examined, and weighed by one of us (I 
barium swallow examination made of each. Of the 
remainder. two are dead, four could not be traced, one 
was too disabled by chronic lung disease to leave her home, 
and one lived at too great a distance to attend for examina- 


at 
] OS§s 
between 
were 


was 
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tion. We have incomplete information about the present 
health of the latter two patients from their family doctors. 
Of the four who were untraced, two attended the out- 
patient department for 19 and 20 months after operation 
respectively. The other two patients have not been heard 
of since leaving hospital. The two patients who died 
attended hospital until shortly before their deaths. 

Thus we have complete data in 27 cases, incomplete in 
formation in a further six, and no information about two 
patients (Table I). 


Tasie I.—Material 
No. interviewed 27 
Dead (information up to time of death) 
Traced, but unable to attend (information from family doctors) 
Untraced: 
Some information 
No information 


Roh 


Nh 


1s 


Eight patients were male and 27 female, and the average 
age of the group at operation was 45 years. The average 
duration of symptoms before operation was 10 years 
5 months (range 1 to 51 years). Nineteen of the 35 patients 
in the series had received previous treatment with Hurst’s 
mercury bougies, with the Negus hydrostatic bag, or had 
undergone oesophagoscopy and dilatation. In 17 of these the 
pre-operative treatment had been given a fair trial and had 


failed. In one case dilatation through an oesophagoscope 
iad in another dilatation with a Negus bag had been 
performed within the fortnight immediately before the 


operation ; there had been no other previous treatment. In 
three other octyl nitrite had been taken with tem- 
porary benefit In the remaining 13 there is no 
evidence of any treatment having been given before cardio 
myotomy was performed 

The which between the date of 
operation and the date of interview was 3 years 10 months 
Fig. 1 shows the distribution of the cases from this point of 
view 


cases 


cases 


mean period elapsed 


A ~ NM ’ 
Fic. 1.--I sth of time from operation to interview. Cases not 
interviewed are shown in black. 
{ssoctated Conditions._-Fourteen patients (40%) gave 
history of respiratory infection. In 4 (11°) there was 


evidence of rheumatoid arthritis. This supports the impres 
sion of Allison (1950) and Wooler (1948) that there mav be 
in association between rheumatoid arthritis and achalasia of 
the cardia. 
The Operation 
Seven different surgeons performed the 35 operations in 
the series; four were thoracic and three general surgeons 
[he thoracic surgeons performed 17 operations, of which 
13 were successful, and the general surgeons 18, of which 
15 were successful. The cardia was approached through the 
thorax in 22 cases and from the abdomen in 3. In 10 cases 
the incision involved both thorax and abdomen. In each 
was made in the 


longitudinal incision 
The length of the 


cause a single 
oesophagus down to the submucosa. 
incision was recorded in the operation notes in 27 of the 
35 cases. It varied from 14 to 6 in. (3.8 to 15 cm.), mean 
3.1 in. (7.87 cm.). Information concerning the extension of 
the cut on to the wall of the stomach was incomplete. In 
this series no correlation has been found between the length 
of the cut in the oesophageal wall, as recorded in the opera- 
tion notes, and the clinical success of the operation. How- 
ever, in view of the doubt about the methods used for the 
measurement of the incision at operation, it would be 
unwise to draw definite conclusions 
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Results 
| I wo untraced patients are excluded there remain 
3 Cas inalysis. The operative mortality was nil. Two 
ents died of coronary occlusion 7 and 13 months afte 

espectuy 
\ was garaec s hay I d I the 
I C } vas requi ed at a later date to relieve 
" This occ d seven patients (21°). Details 
he discussed \ 

I . cara ( in th emaining | nts 
ssessed the following criteria 1) The patient's 
the questi What do you think of the 
pe ») On the basis of the patient’s symptoms at 
he time of terview If necessal direct questions were 
sked t scertain the presence or otherwise of old symptom 
for ex ple, dysphagia) and new symptoms (tor example 
heartb Our assessment did not always correspond with 
he p 3) Change body weight since the operation 

4) Chang diological findings 

Comparison of Assessments 

Pi ! i ssessment Twenty-seven patients were asked 
heir opinion of the operation Three replied that it had 
stored the to pertect health. 13 were much bette * and 
others “ better.” The remaining 6 had required further 


vechanical treatment Thus 21 out of 27 
viewed considered that they had gained benefit 1 


degree from the operation 


patien 


to the fact that we have used the sy 


Iree person as oul yardstick, while many of the 
f 


have had oes ph gea bstructior 9 so long that th 
Taare Il issessmer Compare 
Patie QO ( 
Assessment Asse 
re 
Much better ; 
Hetter 
0 
same a 
I ther € ar ea re ) 
* The seventh patient in this group was not terviewed, and is 
m this analysi 


ts inter 


? sot 


Our Assessment This was based on the patient's answers 
questions about the following individual symptoms 
a sphae | regurait t | of food, diet, time taken Over meals, 
hest p heartbur icid regurgitation, use of nitrites and 
C ds Our standards were higher than we the 
patients We defined as “ cured 1 patient who denied all 
the symptoms for which the operation had been performed 
d who had no fresh symptoms attributable to the ope 
Th f the three patients who w * cured 
d the \ ssessme only < had no 
O emains th st the family to finish he 
d quires drink water to help t wallow solids 
c gq S a supp tacids her bedside to c 
tl [he othe t experiences occas il heart 
n We classified as “ much better” any patient wh« 
xperienced dysphagia or regurgitation less than 
ght, and who did not require to take intacids f heart 
Five patients are in this category Fourteen patients 
who hav impr ved as a result of the operation, dut who 
XI nce d ph ) regureitat n ’ ¢ ; C 
righ vho eq icids, h e bee classified t us 
Or | nt ho considered hersell to De Deller Dt 
deteriorating ” was, by our standards, no better than before 
peratior She experiences dysphagia daily and requires 
quent drinks of water during meals. Although she has 
é tated food since her operation, she is disturbed 
ilmost every night by heartburn, and has to get out of bed 
nd take bicarbonate of sod 
The manifest difference (Table II) between the patients 
nent of the merit f the operation and ours 1s 


mptom 


patients 


ey have 
) 

l 

s 

14 

4* 
excluded 
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forgotten what it feels like to be normal. Their yardstick is 
their state before operation, and they are quick to acknow 
ledge any improvement in strong terms 


Effect of Cardiomyotomy on Individual Symptoms 


[his analysis is based on those patients who had beet 
uterviewed and who had not required post-operative 


nechanical treatment (a total of 21 cases). 

R reitat ‘f Food.—From the patient’s point of view 
this is the most embarrassing symptom of achalasia of th 
cardia. Its presence frequently makes the patient eat as a 
ecluse. In the present series cardiomyotomy has improved 

n all cases classified as successful In 1] 


cases it has been absent since operation, and in a furthe 
seven it 1s Occasional—that is, twice a year or less. In onl 
three has regurgitation of food been troublesome, in two it 


occurs once a month, and in one once a fortnight 
Dysphagia [his has been less effectively relieved. It is 
sent in three cases, occurs less often than once a fortnight 


in eight, but is frequent and troublesome in 10 
Time Taken Over Meals.—Patients with achalasia charac 
istically are last at the table to finish their meals. In 
this series this symptom had been invariable prior to opera 
tion. In 10 it was relieved by surgery, but the remaining 1] 
idmitted that they still took an abnormally long time to eat 
| 


neal 


although less than previously 


Appearance of New Symptoms After Cardiomyotomy 
It is widely recognized that regurgitation of peptic juic« 
ito the gullet is a hazard of operations which disturb the 
echanism of the cardia. Thus cardioplasty and cardiec 
ire now seldom practised because they are followed 
by peptic ulcer of the oesophagus with haemorrhage and 


Stricture formation in a very large proportion of cases 
Barrett and Franklin, 1949 ; Wangensteen, 1951 ; Effler and 
Rogers, 1955 ; Brewer, et al., 1956). On the other hand. i 
has been widely held that post-operative peptic oesophagitis 
ly follows cardiomyotomy (Barrett, 1950: Michaud and 
eille, 1955). However, Hawthorne and Nemir (1953 
found radiological evidence of gastro-oesophageal regurgi 
yn following cardiomyotomy in half their patients 
In this series it was unfortunately impossible to examine 
the patients in the Trendelenburg position to determine thx 


presence or otherwise of gastro-oesophageal regurgitation 
Howeve 1 clinical survey has been carried out to discover 
the incidence of heartburn, anaemia due to oesophageal 
bleeding, and peptic oesophageal stricture formation. Out 
of 21 patients who have had one cardiomyotomy, and one 
further patient who has had two operations, 13 have heart 
burn and 9 have not. (The other five interviewed have had 
subsequent surgery other than cardiomyotomy and are not 
ncluded here.) In two cases heartburn was present pre- 
oper itively but it has become worse Of those with heart- 
burn, eight require to take antacids, and three of these 
describe it as “very troublesome.” All, however. regard 
their new symptoms as preferable to the old. One patient 
brings up “a fluid like chocolate” three or four times a 
ear but is not anaemic. Another, who also has severe 
heartburn, has had several attacks of melaena which, in 
the absence of any other evident cause, have been ascribed 
to oesophagitis An oesophagoscopy ll months after 
operation confirmed this diagnosis. She has required con 
tinuous treatment with iron since 1954. In one additional 

se (classified as a failure) the development of a fibrous 
stricture 1 in. (2.5 cm.) above the cardia 2 years 9 months 
ifter operation followed a period of oesophagitis with heart 
burn, melaena, and anaemia 


Change in Body Weight After Operation 


[he change in body weight following operation is known 
in 22 patients other than those who have had recourse to 
further surgery The mean change in weight is approxi- 
mately plus 11 lb. (S kg.)}—range, —14 to +45 Ib. (—6.4 to 


+ 20.4 kg.). Five out of six patients, classified by us on the 











in 
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basis of their symptoms alone as much better or cured, 
recorded weight gains of 11 Ib. (S kg.) or more ; while, con- 
versely, of 10 patients classified as better, three have lost 
weight and four have made gains less than 11 Ib. (5 kg.). 
There is therefore a rough correlation between symptomatic 
improvement and weight gain. 

No correlation was found between post-operative increase 
in weight and radiological improvement. 


Radiological Changes 
The absence of a gas bubble in the stomach has been used 
as a confirmatory radiological sign of achalasia (Johnstone, 
Franklin, 1952). In this series a small gas bubble 
visible in 3 (12%) of 26 cases in which pre-operative 
available In two was not certain 
visible colon. The 
2). After 
cases and absent 


950 


was 
firms were others it 
whether the stomach or 
largest bubble measured 2 1n. (5 cm.) across (Fig. 


a gas bubble was present in 17 


fas Was 1n 


operation 

















Fic. 2.—-Radiograph showing largest bubble 
n 9 Ihe evidence in this series suggests that patients in 
whom a gas bubble appears in the stomach after operation 


do better than those in whom it does not 
An enlarged oesophagus was visible to the right of the 


heart shadow in 10 out of 27 After 


cases before operation 


operation it was no longer visible in six, and still present in 
three. In the remaining case no information on this point 
is available 

A barium swallow was performed at the follow-up inte! 
view and was compared with pre-operative films. Posterior- 
anterior and left and right anterior oblique views were taken 
under conditions which were standardized as closely as 


been screened in the erect 


on the bases ot 


the patients having first 
position The 


possible, 


films were classified by eve, 


degree of dilatation of the oesophagus and delay at the 
cardia, into the following categories by two independent 
observers: normal, minimal enlargement, moderate, con 
siderable, severe il} cases with sigmoid dilatation of the 
gullet) 


adiological technique 


oups, no Comparison 


As there were wide differences in 
between the pre 
ide between the height and width of oesophageal fluid 
In the felt that the admittedly 


rough method of comparison by eye would be 


and post-operative gt 
was m 
Was 


levels circumstances it 


scarcely less 
accurate 

Of the 21 successful cases studied, pre-operative films are 
In 11 the post-operative films show an im 
these the appeared 
radiological abnormalities in 
‘considerable ” in 


iailable in 20 
provement: in three of 
normal, (The pre-operative 
these three cases had been classified as 


one 


oesophagus 


( omplete radiological evidence 
two 
first 


ind moderate in two.) 
was also available in all 
there had been 


Operation 


cases In 


after the 


seven unsuccessful 


radiological improvement 
An analysis of Table III suggests that, as might be ex- 
pected, the less prominent the radiological changes before 


ACHALASIA OF CARDIA 


551 


BRITISH 
MEDICAL JOURNAL 


Tasie III.—Effect of Operation on Radiological Appearances 


Pre-operative Grading Number | Improved Same 
Severe 6 (1) 2 () 4 (0) 
Considerable 7 (4) 4 (1) 3 (3) 
Moderate 7 (2) 5 (0) 2 (2) 
Total 20 (7) | #112) 9 (5) 

Operative failures in parentheses 


operation, the more likely are they to improve after opera- 
tion. However, it is notable that in two instances severely 
dilated gullets diminished in size and tortuosity disappeared 

A further analysis was made to determine whether radio 
logical improvement after operation occurred more often 
in patients with short pre-operative histories. The mean 
duration of symptoms in the 12 patients with radiological 
improvement after operation was 6.1 years; in the nine 
































2: RADIOLOGICAL IMPROVEMENT 
6 
5 
NO. OF cases 4 a 
3 
2 
4 
LENGTH OF HISTORY 
> 1-5 6-10 11-15 16-20 21-25 26+ 
IN YEARS fe 4 
| 
- 1 
24 J 
34 SE 
NO. OF CASES 4- 
57 
64 
L 74 NO RADIOLOGICAL IMPROVEMENT 
Fic. 3.—Length of history in patients with and without radio- 
logical improvement 
patients whose x-ray films did not show improvement the 
mean duration of symptoms was 19.1 years. Fig. 3 shows 


that 7 of the 12 patients who improved radiologically had 
pre-operative histories of less than five years, as compared 
with one of nine patients whose x-ray films did not show 
improvement. These results support the opinion expressed 
by Allison (1950) 


Cases in which Further Surgical Treatment or Bouginage was 


Required 
Seven of the 31 cases available for analysis required 
further surgical treatment after cardiomyotomy In two, 
cardiomyotomy was repeated, 5 years 10 months and 8 years 
after the first operation respectively In one of these 


perforation of the oesophagus occurred shortly after the 
second operation, and an oesophago-gastrectomy had to be 
performed a later. One patient still suffers from 
considerable dysphagia and occasional regurgitation of food 
13 months after a second cardiomyotomy. One patient had 
a recurrence of dysphagia and regurgitation one year afte! 
her operation and has returned to daily bouginage. In 
another case temporary relief of symptoms was followed by 
cardiomyotomy, and a cardio 
The radiological 


appearances remained unchanged and there was no evidence 


few days 


a relapse four months after 
plasty was performed seven months late! 


of a traumatic stricture at the second operation 

In one case there was considerable improvement for four 
sudden deterioration ; 6 years 10 months 
after her operation this patient readmitted for 
phagoscopy and a stricture was found at the level of the 
cardia. This was dilated, but with littke symptomatic benefit. 
It is curious that there had been a striking improvement in 
the radiological appearance of the oesophagus in this case 
that, in her considerable symptoms, barium 


years followed by 


was oeso- 


and spite of 
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swallow immediately before the dilatation, and subsequently, 
showed minimal delay at the cardia This underlines the 
difficulty in assessment which many of these cases present 
recurrence of the original symptoms also 
and dilatation 
d on two 
geon is that 


In one case a 
occurred within a few months of operation, 


through an oesophagoscope has been perto 








occasions. The opinion of the sur 
at the cardia related to a 
at operation. However, it 
the hold-up at the cardia 
was seen to be released by octyl nitrite. In both these cases, 
therefore, there seems some doubt whether the return of 


symptoms is due to a recurrence of achalasia, to a stricture 


subsequent 
there is now a traumatic stricture 
peri-oesophageal abscess found 


Ss notews t that, on screening 


or to the functional element that is so prominent in many 





f these patients 
In one case, already mentioned, the immediate post 
perative course was stormy and a further thoracotomy was 
necessary on the fifth day to drain a large clotted pleural 
effusion There ts ote that the patient complained of 
heartburn nd indigestion before discharge from hospital 
d these svn ptoms sudseq ently became more troublesome 
One ye er she was readmitted with a severe iron 
deficienc inaemia which was attributed to haemorrhagic 
esophagitis. At this time, barium regurgitated freely into 
the gullet in the Trendelenburg position After a furthe 
18 months in which her heartburn did not abate there was 
sudden return of dysphagia. Barium swallow now showed 
w stricture 2 cm ibove the cardia Alte several 
emp d ) ugh an oesophagoscope, an oeso 
phagogastrecton was c ed out, since when all symptoms 
h Ve a sappe ed 
Summarizing the unsuccessful cases, out of seven requiring 
ther mechanical treatment f dysphagia, four showed 
definite idence <« ec ence of the original condition and 
Wi hers ma the i category, although in 
eithe e the diological signs commensurate with the 
symp & J yne case a stricture resulted from peptic 
sophagitis due to reflux of acid from the stomach 
It is interesting that in only one of these seven patients 
s there any complaint of heartburn or acid eructation 
er th g operation This is in striking contrast to 


the successful cases. In this 





2g pis t 21 p ents interviewed (62 ) admitted that 
hey suffered from heartburn The appearance of heart 

dD eto Dd good ither than a bad prognostic 
sign, so f s the overall success of the operation is 
. =. “—* 

\ ‘ eres these cases is the length of 
he etween op s. Inf of the seven cases 
dysphag e ec ¢ re th two years, and in two 

h th SIX Ye The e e interval 
. . s ait hs This p hould be take , 
C Pe b ¢ © C d 
g ed 
Tt C erence etwe he successful d 
cece £ d g ex, leneth of hist 
e C logic ch Vv i t I I 
r < hac ece ed h ic ( 
d tt had The | port Sa 
e C I gu I e 
< ad th 
Discussion 
Tt r \ ent Ite urdiomyoton F en a relativ 
2 r I ynside I cured, and 
} f completely free of symptoms 
The « ( f th pto f th nder ma 
e th b ed fied w h th p 
On th king f ure of the series h 
r r Cc ne s of fre h 
| he patients 
wh r d he | d ’ 
g ; h plet 
dG Ww I r < t r hef which 
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rassment of regurgitation of food during meals, which 
permits them to eat in company once again. 

Our experience confirms the impression of Hawthorne 
et al. (1956) that regurgitation of peptic juice is commonly 
found after cardiomyotomy if sufficiently detailed and pro- 
longed post-operative studies are made. In this respect we 
appear to differ from Michaud and Latreille (1955), who 
elicited a history of post-operative chest pain in less than 
4% of their patients. However, when comparing the inci- 
dence of heartburn in this series with that of peptic oeso- 
phagitis in other publications, it should be recalled that only 
) of our patients volunteered its presence without 
and that in five of the others it requires no 
treatment and is very infrequent. In most cases it is mild 
ind well tolerated. Only in two cases (6%) has it led to 
serious complications, and it is in this respect that this 
operation compares so favourably with more radical pro- 
cedures Thus Barrett and Franklin (1949) found retro- 
sternal pain, haematemesis or melaena, or anaemia due to 


> 


piic Oesophagitis in as many as 18 of 25 patients who had 


three (9 


direct inquiry, 


been subjected either to cardioplasty or to oesophagogastro- 
ind Effler and Rogers (1955) and Brewer ef al. (1956) 
found evidence of serious peptic oesophagitis in about three- 
quarters of their patients treated by similar operations 
Wangensteen (1951) believes that cardioplasty and oeso- 


Stomy, 


phagogastrostomy should be abandoned for this reason 

Michaud and Latreille (1955) found that cardiomyotomy 
m good clinical result in patients 
with symptoms of short duration, and in young patients 
While we have not confirmed these observations 


s ore likely to produce 
generally 
directly from our own material, we have found that post- 
operative improvement is more common in 
patients with histories of less than five years’ duration. 


radiological 


This study was not designed to compare the relative 
merits of dilatation of the cardia by mechanical means and 
surgical treatment. However, from the fact that bougies or 
hydrostatic bags had already failed to control the disease 
in 17 cases in this series, it is clear that, at present, surgery 
has an important place in the treatment of achalasia of the 


cardia. In our opinion, when surgery is indicated, cardio- 
myotomy, although imperfect, remains the best available 
operation If symptoms of regurgitation are treated by 


ilkalis and suitable nocturnal posture as soon as they arise, 
it may be possible to reduce complications still further 


Summary 


Of 35 patients on whom a cardiomyotomy was per- 
formed at the Middlesex and Harefield Hospitals, 
were interviewed, and incomplete information is avail- 
ible about 6 others 


3 years 10 months 


The average follow-up period was 


Of 33 patients whose condition in 1956 is known, 2 
had died of unrelated disease, 24 consider that they have 
benefit, and 7 (21%) have needed further 
mechanical or surgical treatment for oesophageal ob- 
The operative 


received 


struction, and are classified as failures 
mortality was nil 

Degrees of success have been gauged according to the 
own testimony, an analysis of symptoms at 
change in body weight, and improvement in 
the radiological appearance of the oesophagus The 


patients’ 


interview, 


difficulties in assessment are discussed. 

Peptic oesophagitis may follow cardiomyotomy In 
this series a peptic stricture occurred in one case, oeso- 
phagitis with haemorrhage and anaemia in another, and 
heartburn which required treatment in six others. With 
the exception of the first instance these symptoms were 
well tolerated 


Cardiomyotomy effectively relieved regurgitation of 


food It relieved dysphagia and delay over meals less 


effectively 
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[here was no correlation between clinical and radio- 
Jogical improvement in individual cases. The less severe 
before operation the more 
likely they were to improve. Radiological improvement 
occurred more often in patients with a pre-operative 
history of less than five years than in those with longer 


the radiological changes 


histories 


Failure was due to recurrence of achalasia in four 


cases and peptic stricture in one. In two cases the cause 


of failure was uncertain. Relapse may occur more than 


six years alter cardiomyotomy. 
In spite of its manifest imperfections cardiomyotomy 


remains the best available surgical operation for 


achalasia of the cardia. 


We thank the surgeons of the Middlesex and Harefield 
Hospitals who permitted us to study their patients and report 
hese findings 
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CARBUTAMIDE IN JUVENILE DIABETES 


BY 
J. M. SMELLIE, O.B.E., T.D., M.D., F.R.C.P. 
Professor of Paediatrics and Child Health, University of 


Birmineham 


In August, 1956, the British Medical Journal published 
six articles (Duncan ef al., 1956; Wolff et al., 1956; 
Hunt ef al., 1956; McKenzie et al., Walker et al 
Murray and Wang, 1956) reporting the observa- 
tions of British workers who had been treating diabetic 
patients with the hypoglycaemic sulphonamide known 
is carbutamide (BZ 55). These studies confirmed that 

patient responsive to this treatment is the 
middle-aged or elderly had 
ketosis or who needs less than 30 units of insulin a day 


1956; 


1956: 


the type ol 


diabetic who has never! 


Che original German reports stated that carbutamide 


eilected no children suffering from 


diabetes, and the English literature deals almost exclu- 


improvement in 


sively with adults. Chute and Bain (1956) treated five 
children and found no evidence of a hypoglycaemic 
effect Barta (1957) tested the drug in 16 patients 
between 6 and 13 years of age, and states that the 


blood-sugar level was not reduced by carbutamide even 
in full adult On the other hand, Engleson and 
(1956) that 


of limited value in juvenile diabetes provided the dosage 


doses 


Lehmann consider these preparations are 
iS very high, but that side-effects are likely to develop 
The mode of action of the so-called hypoglycaemic 
sulphonamides is still undetermined, but various possi 
bilities have been advanced (¥ oung, 1956: Best, 1956) 
for example, stimulation of beta cells leading to in- 


creased insulin secretion, inhibition of activity of alpha 
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cells, depression of secretion of glucagon, inhibition of 
insulinase, and the possibility that this sulphonamide 
may depress an occult infection in the liver or elsewhere 
which is accelerating the breakdown of insulin. The 
metabolic investigations of Bastenie et al. (1957) would 
appear to indicate that sulphonamide treatment induces 
no increased uptake of glucose by the tissues and the 
improvement in the diabetes cannot be ascribed to an 
increase of either secretion or activity of insulin 

The desirability and advantages of a drug that can 
ye given by mouth to control diabetes mellitus, parti- 
cularly in children, needs no emphasis. Before any such 
substance can be recommended its efficacy, its safety, 
ind its reliability must be established beyond doubt, it 
being appreciated in particular that therapy will be life- 
long. The authors of the papers in the British Medical 
Journal already referred to issued a warning that car- 
butamide should at present be used only under careful 
hospital supervision, in view of certain complications 
that were being reported in some cases. 


[he investigations herein recorded were undertaken 
to ascertain whether, with a careful selection of cases 
based on reported experiences with adult diabetics, this 
oral sulphonamide had any place in the treatment of 
children. In general the adults who have been treated 
have been diabetics of long standing, and presumably 
their beta cells are atrophied and their endogenous 
insulin secretion negligible. If carbutamide acts, at 
least in part, by stimulation of the beta cells, then its 
antidiabetic action might perhaps be much greater in 
the young diabetic whose illness is of recent origin and 
who may therefore still have an appreciable secretion 
of endogenous insulin. Theoretically, however this sub- 
stance may act, the recuperative potentialities of a child 
of 10 years should be many times greater than his adult 
counterpart of 50 or more, as he has not beer subjected 
to the dietetic and other insults and indiscretions of the 
latter. 

Case 1 

A boy aged years developed symptoms of diabetes in 
June, 1956. On admission to hospital three weeks later the 
diagnosis was established and he was stabilized on a diet of 
220 g. of carbohydrate (with unlimited protein and fat) and 


14 units of insulin zinc suspension once daily. He remained 


well and returned to school 
His diet was then fixed at 
\ few 


level 


He was readmitted in October 
710 ¢. of carbohydrate, and insulin was omitted 
davs later a diurnal blood-sugar curve showed a tasting 
of 127 mg./100 ml. with a rise to 510 mg./100 ml. later in 
the day. but his urine remained free from acetone. He was 
d of nine days. 


although his 


then treated with carbutamide for a perio 
Fig. 1 records his progress. This shows that, 
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blood sug ippeared satisfactory for the first seven 
lays ere was no diminution in his urinary sugar output 
Ml crease in dosage 25 mg./ Ib. (55 mg. /kg.) daily caused 
1 ris is blood sulphonamide level, but his blood sugar 
so Se i his genera! clinical condition deteriorated, 
polvi nd polydipsia became increasingly troublesome, 
but idosis was negligibl On the ninth day he 
developed ld ervth tous rash—possibly indicative of 
S ilph ade poisoning ind treatment was ibandoned 
His irb nide dos over the period of nine days 
8.5 \t s there any leucopenia or thrombo 
I sul herapy was reinstituted, but 
c \ belo he was satistactoril 
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carbohydrate (with unmeasured protein and fat) he was satis ; 


factorily stabilized on 32 
Carbutamide 


> 


units of insulin zine suspension 


therapy was then instituted, and in this 


instance the dosage was aimed at maintaining his fasting 


blood sulphonamide level at approximately 


Fig 








15 mg./ 100 ml. 


3 records his progress. His fasting blood-sugar levels 
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I P d ! Case 
Cor ! St il utpul remained 
I He 1k progressive clinical deter 
de ¢ f excretion of sugar in his urine 
Ie € stopped Ite 27 days. by 
h d i otal of 19 Although his 
uined low his clinical state } 
1 herapy had { introduced 
. I p s S| ventiul 
r 
Summary 
childrer vhose diabetes was of very recent | 
y d who had little or no ketosis have been studied 
S p ents t 
\ 
[} po ic ¢ action of carbutamide has been { ti 
ed, anc 1 two was associated with a reduc- S 
e givcosuria Such effects were achieved only f 
vith relatively high and potentially dangerous blood C 
ge levels ind evidence of ill-health of a S 
‘ C icter, presumably due to sulphonamide Q 
" 1, soon developed [hese studies support the 5 
yf others that carbutamide has no place in the d 
t it of diabetes in childhood, even although the 5 
of very recent origin and uncomplicated by fi 
ke s. Attention was focused on these children on the 0 
s ption that they might still have some eflective endo- rY 
yus insulin (Wrenshall and Best, 1956), and whether 
failure to respond to the drug signifies that this 
ption is erroneous or that the action is in no wa\ 
pendent on endogenous insulin remains unanswered n 
No investigations have been undertaken to ascertain 
whether carbutamide will reduce the exogenous insulin th 
requirements, as it is considered that such properties “ 
suld not have any practical advantages in the treat- z 
ent of diabetes in this age group te 
M due to Dr. O. H. Wolff, who allowed th 
patient o Mr. H. B. Salt for generous support to 
! J with the biochemistry: and to Dr. Mary M. Weeks Se 
1M 4. L. C. Moulton for all the detailed biochemical esti ti 
Boe Pure Drug Co. kindly provided the carbutamide ar 
m 
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OBSERVATIONS ON THE MEDICAL 
CONDITION OF MEN IN THE 
SEVENTH DECADE 
BY 


R. G. BROWN, 
n Social Medicine, U1 
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versity of Birmingham 


THOMAS McKEOWN, M.D., D.Phil.. M.R.C.P. 
Py essor Soc Medicine Us ersity of Birminghan 
AND 
A. G. W. WHITFIELD, M.D., Ph.D., F.R.C.P. 

{ssistar Physician, United Birmineham Host 
Medicine, University of Birminghan 
Discussion of the age of retirement has hitherto been 
handicapped by lack of information about the extent to 
which the medical condition of individuals in the seventh 


decade restricts or prohibits their employment. Out 
knowledge of morbidity in the elderly is derived chiefly 


from inquiries which have had much wider objectives, 


and the numbers in the appropriate age group were 
nevitably small (Sheldon, 1948 : Hobson and Pember- 

SS: Richardson, 1956) If medical evidence is 
to assist retirement policy it is evidently required in 


sufficient detail to show the changes in physical capacity 


[from vear to veal Accordingly we have ittempted to 


complete a medical examination of approximately the 
standard required for life insurance purposes In a group 
of representative men aged 60-69. The material ts pre- 
sented in two parts. Part I is concerned with the inci- 
dence of disease and its variation according to age and 
social class. Part II examines the eflect of disease upon 
fitness for employment, and considers the significance 
of the results in relation to the broad question of retire- 


ment policy 


I. DISEASE INCIDENCE 
thought that the most satisfactory means of obtain 
ng a full medical examination of representative persons 
to invite the co-operation of a number of general practi 


tioners Eleven Birmingham doctors consented to examine 
ull men on their lists who were aged 60-69 It was esti- 
1 ,000—approxti- 


ind, as it was not possible 


ated that there would be a little over 
mately 100 in each year of age 
wcrease the total substantially above this figure, it was 
thought better to restrict the inquiry to males rather than 
to obtain a much smaller number of examinations for both 


to it 


sexes The doctors were chosen because of the representa 
tive character of their practices and because of their interest 
and experience in research; several of them are active 
members of the research panel of the College of General 
Practitioners 

There were 1,243 men in the appropriate age group, of 
whom 1,062 were examined (Table 1). Of the remainder, 
21 had died, 58 were untraced, and 102 were not examined 
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for other reasons. As the doctors made a serious attempt 
to see all individuals in their own homes or in their 
surgeries, we are Satisfied that no serious bias kas been 
introduced. Perhaps the most satisfactory test of the repre- 
sentativeness of the sample is its distribution according to 
age and social class (based on occupation). The 1951 
Census has provided recent information about the composi- 
tion of the total male population in the decade, and the 
distributions are compared in Tables II and III. The 
sample is evidently representative by age, and in respect 
of social class differs only by a small deficiency of men 
in class IV 











raBLe I.—Number of Men Aged 60-69 on the Lists of 11 Genera 
Practitioners 
No 
Men examined 1,062 85-4 
Dead 21 1-7 
Men not examined < Untraced 58 4-7 
Other 102 8-2 
I i 1,243 100-0 
TABLE Il {ge Distribution 
Age (Year 60 61 62 ¢ 64 65 6¢ 67 68 69 Tota 
Birminghan No 115 140 130 108 I11 103 9% 79 I 8 1.062 
(sar 10-8 13-2)12-2 10:2 10-5 7 +0 7-4 8&-¢ &-4 100-0 
Engla i Wales* 
11-710 , 10-7 ) 10-0 9-4 8-7 8-4 100 
ae ) Ce 
TA IlI.—So Cle D 
Birmi m 
os E d anc . 
B gha Wales® c é 
Socia ample Men Aged Boroug 
rf ae ae (Men Aged 
} 15 and Over 
N 
I r 3 
il sy 1s.o 17.5 s 
il 614 57.8 43-4 §9( 
I\ 108 0-2 17-1 4 
\ 44 18 13-0 
I 062 0-0 n)-« wo 
‘Fr IS1 Cens 


Ihe inform as Ttollows 


(a) Medical Data 
‘life insurance ” type. 


radiograph, and 


ym recorded in the inquiry was 
—The medical examinations were ol 


In most cases they included a chest 


whenever necessary, appropriate specialist 


investigation Coronary disease was the subject ol 
separate inqull 
toms were referred to one of us (A. G. W. W.) at a hospital 


full cardiological assessment 


, and all men with suggestive signs or symp 


clinic for 

(b) Smokine Habits and Physical and Mental Demands 
of Occupation.—The inquiry provided an opportunity to 
explore further the possible significance of these variables 
in relation to disease, particularly coronary disease The 
method used in recording amounts smoked was that em 
ployed in other inquiries (Doll and Hill, 1950) A man 
was regarded as a smoker if at any time he had smoked 
1 cigarette a day (or } oz.—14 g.—of tobacco a week) for 
a year. Smokers were asked at what age they started, how 
much they were smoking at the time of inquiry, or, if they 
had given up smoking, the age at which they stopped and 
the amount smoked immediately before The method of 
assessment of the physical and mental strain imposed by 
an occupation has been described elsewhere (Brown, David 
son, McKeown, and Whitfield, 1957) 

(c) Employment and Fitness for Employment.—-Doctors 
recorded information about each individual’s occupation, 
and attempted to assess fitness for employment at the time 
of examination. These subjects are discussed in Part Il, 
where the methods are described 





Age Variation in Disease Incidence 


It is not easy to find satisfactory means of presenting 


the incidence and significance of disease in a group of indi 
duals 4 catalogue of all diseases identified is of little 
ie, both because it takes no account of their relative 
portance as a cause of disability and because the occu 
ence of more than one condition in the same individual 
iakes it ipossible to assess the proportions with or 


hout disease. We have therefore restricted our examina 

two observations: (a) the proportion of individuals 
whom cne or more diseases were present, and the extent 
which these diseases were causing disability ; and (>) the 


equency of the commonest diseases, and the extent to 


which they were causing disability For this purpose we 
have included only diseases which would be regarded clini 
cal is Significant and excluded those trivial conditions 

lental caries, minor skin eruptions, etc.—-which are of little 


ictical importance and would give a wholly false impres 
sion of the incidence of significant disease All men con 
sidered to be free of disease would undoubtedly be accept 
le fe nsurance purposes as “ first-class lives,” although 


ill of those considered to have disease would necessarily 





be unaccepiable 4 condition such as hernia, for examp'e 
does not preclude acceptance.) \ disability which micht 
restrict or prohibit employment was considered to be 
severe - a disability of any lesser degree was regarded 
is noderate.” The statement that an individual had a 
ease causing no disability is to be interpreted in the sense 
that he was in no appreciable degree inconvenienced by it 
Paste IV.—Percenti f M D D 
A ge Year 0-61 62 64-65 66-67 68- I 
Me ‘ disease 24:7 18 2 18 7-2 ) 
lisease Ca rN 
N abi »-¢ 8-2 40-2 43-4 1-7 8 
M erate a 9 29-9 24 1-7 d-¢ 
Severe disa 8 8-0 10-7 13-7 )-4 1 
N ‘ g 4 7 180 1.06 
Table IV gives the incidence of disease (all types) and 
disability cording t ige Ihe proportion of men with 


disease decreases slowly through the dec ide, trom about 


4 at ages 60-61 to 1 in 6 at 68-69. In nearly half the 


cases, however, the diseases present were causing no dis 
Ihe most striking trend is the increase in the 

po S severe disabled, from 1 in 10 at ages 60-61 

1 in 5 at 68-69 This increment is most pronounced in 


the last vears of the decade 
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increase in disease incidence with age (Table IV). Table V 
also gives for each disease the percentage of affected men 
with disability: it is highest in bronchitis (53.49), coronary 
disease (44.9%), and osteoarthritis (34.8%). In the other 
five common conditions relatively few (less than 15°.) of 
those affected were in any way disabled. 


Social-class Variation in Disease Incidence 
riation in mortality according to social class (based on 


V: 


occupation) is well established from national statistics, and 


it was evidently of interest to examine the class variation in 
morbidity in a group of representative men he observa 
tion has a special relevance in the present context, since we 
shall be concerned later with fitness for employment in 
different occupations As in the previous section, we con- 
sider separately (a) the incidence of disease and disability, 
and (+) the frequency of the commonest diseases. 

fable VI and Fig. 1 show the incidence of disease and 
disability according to social class The variation is so 
striking that it should be noted that the method of assess 





Taste VI.—Jncidence of Disease and Disability Related to Social 
Class 
Percentage of Men Percentage 
Socia N with Men witt 
Cla f Me Disease wh« 
Disease | Disability vere Disabled 
I 8 60-7 14.3 33-5 
tl 159 69-2 26-4 38-2 
it 614 81-3 39-] 48-1 
IV 1o8 R52 $3.7 63.0 
\ 152 86-9 63-4 72-9 


ment was such that it would not be expected to exaggerate 
the differences. Even if doctors took relatively more care 
in examination of their well-to-do patients, and we have no 
reason to suppose that they did, it would reduce rather than 
ncrease the social-class trend. And while the decision on 
what constituted a severe disability was related to some 
extent to occupation, the decision about moderate degrees 
of disability was not Since the disabilities referred to 
in Table VI and 
oy 

Fig. 1 include both 10Or 
types, we are Satis 

fied that their iden 
tification was not 80 
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circumstances 
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portion with disability from 1 in 7 to 2 in 3. Even more 
iking, perhaps, is the trend in the proportion of men 


with disease who were disabled—from 1 in 4 in class I 


to 3 in 4 in class V. 
Table VII shows the percentage of men with each of the 
I 


ight diseases most frequently encountered in the sample, 


according to social class There is no evidence of a con- 
sistent relationship in either hernia or osteoarthritis The 
incidence of peptic ulcer increases consistently from class | 
to class V, but the association is known to be different in 
rastric and duodenal ulcer, and since numbers are not large 
enough to permit separate examination of the two types we 


shall not consider it further The remainder of this discus- 


sion is concerned with the social-class variation in the inci- 
dence of the other five diseases referred to in Table VII. 
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Taste VII.—Percentage of Men, by Social Class, with Each of 
the 8 Diseases Most Frequently Encountered in the Sample 


Social Class No. of 
Disease Men 

I ll lil I\ V Affected 
Bronchitis 10-7 13-2 24-4 25.0 34-0 253 
Defective hearing 71 11-3 22-3 25-0 28-8 228 
Hypertension 0-0 14-5 17:1 17-6 19-6 176 
Coronary disease 10-7 11-9 6-7 10-2 9-8 89 
Peptic ulcer 3-6 6-3 8-1 9-3 10-5 87 
Defective vision 3-6 3-8 7:5 11-i 13-1 85 
Hernia 10-7 5-7 6-4 8-3 7-2 71 
Osteoarthritis 71 | 3-8 7-2 8-3 | 5-2 | 69 
No. of men | 28 159 614 108 153 1,062 


Chronic Bronchitis 


We have already noted that in the seventh decade chronic 
bronchitis was both the most common disease and the one 
associated most frequently with disability (over half of the 
men affected were in some degree disabled (Table V)). It 
is shown in Table VII that incidence is very sharply related 
to social class. Since it has been reported that incidence is 
also related to smoking habits (Leese, 1956) it was thought 
worth while to use the data recorded on smoking habits in 
an attempt to assess the relative importance of these two 
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influences This subject has been examined more fully 
elsewhere (Brown, McKeown, and Whitfield, 1957a), and the 
results are summarized in Fig Among non-smokers the 
incidence of chronic bronchitis appears to be unrelated to 
social class, whereas among smokers it increases sharply as 
social circumstances deteriorate. The data suggest that men 
in professional and related occupations (classes I and II) 
ncreased their risk of chronic bronchitis very little by 
smoking, whereas for men in unskilled occupations (class V) 
the risk was trebled It was shown that this result cannot 


be attributed to social-class variation in the amount of 








tobacco smoked We have no direct information about 
the cause of this interrelationship between smoking and 
“on social class; but 
_ a ———" | since some other 
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Arterial Pressure 

For the purposes of the classification used in Table VII a 
man was regarded as hypertensive if his diastolic pressure 
was above 100 mm. Hg or his systolic pressure above 200. 
However useful such a division may be for clinical purposes, 
recent work has emphasized its arbitrary character in view 
of the fact that arterial pressure is continuously distributed 
(Hamilton, Pickering, Roberts, and Sowry, 1954). In an 
examination of the effect of certain environmental influences 
on arterial pressure (Brown, McKeown, and Whitfield, 
1957b) we therefore restricted attention to distributions and 
means. Among the influences considered was social class, 
and the relationship of mean systolic and diastolic pressures 
to this variable is shown in Fig. 3. Contrary perhaps to 
expectation, although there has hitherto been no worth- 
while evidence on the matter, both systolic and diastolic 
pressure tend to increase as economic and social circum- 
Stances deteriorate, In the full report it was shown that 
arterial pressure was unrelated to physical and mental 
demands of occupation, but was lower in smokers than in 
non-smokers. 

Coronary Disease 

As stated above, all men with signs or symptoms sugges- 
tive of coronary disease were referred for full cardiological 
assessment, and the diagnosis was confirmed in 89 cases. A 
report of the results of this inquiry has been given elsewhere 
(Brown ef al., 1957) In the present context we are con- 
cerned only with the association between incidence and 
social class, and (in Part II) with the extent of the limita- 
tion imposed upon fitness for employment. Affected men 
were divided into two groups: those who had had a 
coronary occlusion (39) and those with other manifestations 
of ischaemic heart disease (50). Fig. 4 shows the proportion 
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of patients with each form of the disease according to social 
class; because numbers are relatively small it has been 
to group classes I and II together. The inci- 
dence of manifestations other than infarction increases 
regularly from classes I and II to class V—that is to say, 
in the opposite direction to the well-established trend ot 
mortality The incidence of infarction appears to decrease 
from class I to class V, but numbers are small and the 
relationship is not consistent. In general the effect of social 
class on morbidity is less marked than its effect on mortality, 
and when all forms of the disease were considered together 
there was little evidence of a trend. It was concluded pre- 
viously (Brown ef al., 1957) that the social-class variation 
was more evident in the form the disease takes than in its 


necessary 


incidence 
Hearing and Vision 

It should be said at once that the method of assessing 
auditory and visual acuity was relatively crude, having had 
no other object originally than to establish whether the 
condition of either sense would restrict or prohibit employ- 
ment, They were therefore assessed with glasses or hearing- 
aids if normally used, and it is not possible to say to what 
extent the results reflect the condition of the aids rather 
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than of the sense organs But whatever the explanation, 
the marked association with social class (Table VII) was 
considered of sufficient interest to justify its illustration 
Fig. 5) The proportion of men with defective hearing 
and defective vision is about four times higher in class \ 
than in class | 
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Fic, § Percentage of men with defective hearing or defect 
vision related to social class 


lf. FITNESS FOR EMPLOYMENT 


In Part | we examined the incidence of disease and dis 
ibility in 1,062 representative men in the seventh decade 
Here we are concerned with a medical assessment of fitness 
tor employment, particularly of men beyond retirement age 
and with the possible significance of the results in relation 
to retirement policy 

At the outset it should perhaps be emphasized that the 
nquiry is concerned with only one of the two main prob 
The first is the welfare 
problem: from the point of view of their health and happi- 
ness, at what age should men and women cease to work ? 
Even if we ignore the effect on health of a higher income 


lems posed by age of retirement 


at work than in retirement nd at the present time it is 

nrealistic to do so—the question is evidentl complex 
one to which the answer must differ from one occupation 
to another Moreover bec iuse the decision to cease or 
continue employment is in part determined by physical 
fitness, it will be extremely difficult to assess the effect 

f retirement on healtt Our observations are related only 


to the second ques which ts an economic one: to what 
age can individuals contribute effectively to production and 
ces? The answer to this question depends only partly 

nm medical evidence, but it 1s the lack of this evidence 


hich has hithert restricted discussion of it 





Methods 
The ethods used in the inquiry h been described 
in Part I, but we must discuss more fully what we have 
garded as a man’s occupation, and the somewhat con plex 
t assessme fitness f emplovment 
Because ch ges OL occupatior which are known t 
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is true that this procedure makes no allowance for earlier 
changes of employment, but we are satisfied that, defined 
in this way, the original occupation was in most cases that 
in which men had been employed for most of their working 
lives. 87% had been in the same job for more than five 
years and 76%, for more than 10 years. 

The assessment of fitness for employment is even more 
complex, and at the outset we should distinguish sharply 
between two alternative systems of appraisal. It is possible 
to interpret fitness as the ability to do a job, and, so con- 
sidered, it is determined by mental capacity as well as by 
physical condition. This method has had a limited applica- 
tion where there is a measurable end-product, service, etc. 
It cannot be applied to all occupations, including some of 
the most responsible ones, or indeed to any occupation 
unless it is possible to observe an individual’s performance 
when he is actually at work. For this reason the method 
could not be used in the present investigation, and it was 
necessary to rely on an alternative and less ambitious pro- 
cedure We have inquired whether each individual was 
medically fit for employment Such an assessment takes 
no account of initiative, aptitude, vitality, etc., qualities 
which may be of extreme importance in determining suit 
ibility for a specific occupation. It merely indicates whether 
on medical grounds an individual could be regarded as fit 
or unfit to do full-time work, 

Even the appraisal of medical fitness for employment pre- 
sented certain difficulties It is of little value to inquire 
whether an individual is physically capable of doing a job 
for which by education and experience he is quite unfitted 
After completing a full medical examination doctors were 
therefore asked to consider: (a) whether a man appeared to 
be fit enough to do his original work (defined above), and 
hb) whether if not fit to do his original work he was able 
to do any other work for which his training and experience 
were Sufficient rhe first question can usually be answered 
confidently, and, while there must be some reservation about 
the second, we believe that the answer can usually be taken 
to indicate whether, having regard to his medical condition, 
general background, and the range of occupations available 
in the area, a man could be regarded as employable 

Finally. it should be emphasized that fitness was assessed 
only in relation to full-time work. Part-time employment 
of the elderly is a subject of special importance which 
has been discussed recently by Le Gros Clark (1957). But 
in the present inquiry it was not considered possible to 
assess fitness for part-time work, in view of the wide range 
of physical demands which it involves But there is no 
doubt that some of the men whom we have classified as unfit 
would be capable of doing part-time work. 


Employment Beyond Retirement Age 

The | sample of the 1951 Census showed that in Great 
Britain approximately half the men (48.7%) aged 65-69 were 
doing full-time work It is scarcely surprising that the 
proportion should be higher in Birmingham (about two- 
thirds), where the diversity of occupations is so great that 
opportunities of employment for the elderly are probably 
is good as they are anywhere Three in every 4 men in 
the sample were working in their 66th year and 1 in 2 
were still at work in the last year of the decade (Table VIID 

Reasons for continuing to work beyond retirement age in 
England and Wales were examined in an investigation con- 
ducted by the Ministry of Pensions and National Insurance 
(1954) Three main grounds were given: financial need 
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The report recognized that the second was less a reason than 
a desirable condition for remaining at work, and we have 
considered it preferable to classify replies as follows: finan- 
cial need, personal preference, and other reasons (Table IX). 


Taste IX.—Employed Men: Percentage of Men Remaining at 
Work for Different Reasons 
Age (Years): 60-64 65-69 
Financial need 85-6 78-5 
Personal preference 13-1 20-5 
Other reasons 13 1-0 
Total | 100-0 100-0 
(No. of men) (556) (297) 
Among the 297 men aged 65-69 still at work, the per- 


centages giving these reasons were 78.5, 20.5, and 1.0 respec- 
tively. In view of the difference in method of classification 
it is scarcely surprising that the proportion of men who 
gave financial need as the main reason for remaining at 
work should be lower in the earlier inquiry, in which many 
must have been included in the 25.3%, who merely stated 
that they felt fit enough to go on working. 

Table X shows the reasons given by retired men for leav- 
ing work. The fact that ill-health is given as-a reason 
under both compulsory and voluntary retirement requires 


Taste X.—Retired Men: Percentage of Men Who Retired for 
Different Reasons 
Age (Years) at Retirement Under 65 65-69 
Iil-health 42:7 13-4 
Compulsory retirement Age limit 10:1 36-1 
Other reasons 2:2 0-9 
\ ue asatbiaiesinaes Iil-health 21-4 19-3 
nay See Other reasons 23-6 30-3 
Total 100 0 100.0 
(No. of men) (89) (119) 


in explanation. In the first case it implies that a man was 
isked to leave because in view of his health he was con- 
sidered unfit for further employment, and in the second that 
because of his health he chose to retire. Among the 89 men 
who left before 65, ill-health was the most common reason 
(57 cases), but it was relatively less frequent among the 
119 men who retired after 65, of whom 39 left because of 
ill-health and 43 because of an age limit Although they 
confirm the predominant importance of ill-health as a cause 
of retirement, the results are not strictly comparable with 
those given in the Ministry of Pensions and National Insur- 
ance Report (1954), in which the earlier of the two age 
groups included men who had recently passed the 65th 
birthday. (In the present inquiry they are shown in the age 
group 65-69.) It should be mentioned that our estimates 
are based on men who had retired at the time of examina- 
tion, and take no account of those who changed their work 
There were in fact 38 men who left their 
original employment, usually because they were required to 
do so under an age limit, and subsequently found other 
work 


atter age 65 


Secial-class Differences in the Frequency of Employment 

The number of men is not large enough to permit separate 
examination of the incidence of employment in single occu- 
pations, but by grotiping occupations it is possible to relate 
t in the usual way to social class As would be expected, 
the proportion of men employed beyond retirement age in 
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each social class reflects to some extent the predominance 
of financial need as a cause of continued work (Table XI). 
Below the age of 65 class differences are small, but above 
65 the percentage of men employed was highest in class V 
(unskilled occupations) and lowest in class I (professional, 
etc., occupations). The trend between the classes is not 
entirely regular, however, and is much less marked than 
that previously noted in the incidence of disease and dis- 
ability and in fitness for employment (referred to below). 
The significance of financial need as a reason for not retir- 
ing is assessed in Table XII according to social class. While 


TABLE XI.—Percentage of Men Employed Related to Social Class 





Social Class 60-64 65-69 
I 94-1 (17) 54:5 (11) 
II 92-9 (85) 60:8 (74) 
iil ‘ 92-2 (359) 66-7 (255) 
IV 93:2 (59) 59-2 (49) 
\ 89:3 (84) 68-1 (69) 


| 


Numbers of men are given in parentheses 


Taste XII.—Employed Men: Percentage of Men Remaining at 
Work Because of Financial Need Related to Social Class 


Social Class 60-64 65-69 
I 56:3 (16) 50-0 (6) 
II 64:6 (79) 62:2 (45) 
Il 89-4 (331) 79-4 (170) 
IV 87-3 (55) 86:2 (29) 
\ 96-0 (75) 89-4 (47) 


Numbers of men are given in parentheses 


it is relatively much more important in class V than in 
class I, it is perhaps surprising that even among men in 
professional and related occupations it was the reason given 
in half the cases. 


Fitness for Employment Beyond Retirement Age 


In Part I we attempted to assess the incidence of disease 
and disability in the seventh decade; a disease was con- 
sidered to cause disability if a man was inconvenienced to 
any appreciable extent by it. In the present context we are 
concerned with the greater degrees of disability which re- 
strict or prohibit employment. As stated above, a man’s 
fitness for full-time employment was assessed in relation 
to his original occupation, and, if he was not fit for his 
original occupation, to any other job for which by training 
and experience he might be suited. The second was a less 
exacting standard than the first, and the decision that a man 
could meet neither implied that on medical grounds he was 
regarded as unfitted for full-time work. The results are 
given in Table XIII. Of men in the whole decade approxi- 
mately 1 in 10 was unfit for full-time employment; 4 in 5 
could do their original work. Among those above retire- 
ment age (65-69) the corresponding proportions were 1 in 7 
and 3 in 4. The proportions of unfit men did not rise very 
sharply until the last years of the decade, being 8.3%, 16.5%. 
13.2%, and 23.6°. for men aged 66, 67, 68. and 69 respec- 
tively. 

There were 104 men who were considered unfit for full- 
time employment, and in Table XIV we have attempted 
to assess the relative importance of different diseases as 
the cause. As would be expected from the fact that it was 
both the commonest disease in the decade and the one asso- 
ciated with the highest incidence of disability (Part 1), bron- 
chitis was the most frequent cause of unfitness for employ- 
ment (33 cases), and, with hypertension (10 cases) and 


Taste XII -Percentage of Men Considered to be Fit for Employment 


Age (Years) 60 | 61 62 63 

Men fit for original employment 87-0 89-3 92 89-8 
Men unfit for original, but fit for other 

employment 7-0 43 1s 1-9 

Men unfit for employment 6.0 6-4 62 8.3 

Total 100-0 100.0 100-0 100.0 

(No. of men) (115) (140) (130) (108) 


ralals ls leata 
| 66 67 68 69 Total | 63-69 


64 6s 

86-5 81-6 | 84-4 73-4 | 725 | S584 | 828 | 74-4 
| 

8-1 8-7 7-3 1-1 | 143 | 180 7-$ 11-6 

5.4 9.7 8.3 16-5 13-2 23-6 9-7 14.0 


100 0 100 0 100.0 100 0 100.0 100.0 100 0 100 0 
quit (103) (96) (79) (91) (89) (1,062) (458) 
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coronary artery disease (7 cases), accounted for about half 
the men affected No other single disease was common, 
the remainder being attributable to a large number of differ- 
ent conditions each of which was responsible for from 


one to four cases 
Taste XIV Diseases Causing Unfitness for Employment 


No. of Men 
Disease 
Unfit for 
Employm nt Employed 
Respiratory disease 
Chronic bronchitis and emphysema 3 
Pulmonary tuberculosis 
fibrosis 
Cardiovascular disease 
Hypertension and its sequelae 10 
Coronary artery disease 
Peripheral vascular disease 
Mitral incompetence ! 


how we 


tere 


Thyrocardiac disease 1 

Primary pulmonary hypertension 1 1 
Neurological disease 

Hemiplegia 4 

Parkinson's disease 3 


Polyneuritis 


Tabes dorsalis 1 
Paraplegia 1 
Menieére’s disease 1 
Cervical spondylosis l 
Psychiatric disease 
Depression 2 1 
Anxiety 4 
Hysteria 2 
Defective vision 2 
hearing l 
Skeletal disease 
knees 
Osteoarthritis < spine l 
generalized 1 
Rheumatoid arthritis 1 
Old fractures 
Gunshot wounds ! 
Carcinomata 2 
Alimentary disease 
Peptic ulcer 2 
Post-gastrectomy syndrome I 
Varicose ulcers 2 
Generalized eczema l 
Addison's disease ! 
General feebleness I 
Total 104 16 


Table XV gives the proportion of men fit for employment 
according to work status at the time of examination. Almost 
all the men who were employed were considered to be 
physically capable of working (in this case fitness refers 
to the ability to do the original or a different occupation) 
Among retired men the incidence of unfitness was much 
higher, and of those fit to work the majority did not wish 
to be employed Perhaps the most significant conclusion 
suggested by the table is that there was no substantial 
reserve of retired and fit men seeking or even ready to 
take employment ; it was only 4.4% in the age group 65-69 


Social-class Differences in Fitness for Employment 

Social-class variation in the incidence of disease and dis- 
ibility was perhaps the most striking of the observations 
presented in the first part of this report, and it would be 
expected that these differences would be reflected in the 
more severe test of fitness for work. The results are given 
in Table XVI. in which the examination has been restricted 
to men above retirement age—that is, 65-69. From class I 
to class V the percentage of men unfit for any employment 
increased from 9.1% to 17.4%, and the_percentage unfit for 
their original occupation from 9.1% to 36.2 It is also 
evident that in class I all men capable of full-time work 


Taste XV.—Fitness* of Employed and Retired Men 


Age (Year 60 61 62 63 64 

Employed mer 
F 3-1 90.7 90 0 R98 R7.4 
Unfit 1-7 29 ?.3 09 09 

Retired me 

Fit and wish to work 08 0-9 27 
do not wish to work 0-9 29 1 09 45 
Unfit 43 LF +8 7-4 4:5 
Total 100-0 100-1 100.0 99-9 100.0 


® Fit for “ original " or for other employment The total is based on the same numbers of men as Table XIII. 
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could do their original job, whereas the proportion in 
class V was only about half. This difference is no doubt 
affected to some extent by the less exacting physical require- 
ments of the occupations open to those in class I, but it 
also results from their much lower incidence of disease and 
disability. 

We have also examined the relationship between fitness 
for work and the physical and mental demands of employ- 
ment. These influences were assessed by inviting men to 
say whether the physical demands of their original occupa- 
tion were “very heavy, moderately heavy, light, or seden- 
tary.” and the mental demands “severe, moderate, or 
trivial.” The limitations of this appraisal were discussed 
previously (Brown ef al., 1957), but it was considered that 


TaBLe XVI.—Percentage of Men Aged 65-69 Considered to be 
Unfit for Employment Related to Social Class 


Percentage Unfit | Percentage Unfit 


= of ties for Any for Original 
Employment Employment 
I it 9-1 9-1 
Il 74 54 12-2 
Il 255 149 24:3 
IV 49 18-4 40-8 
\ 69 17-4 } 36-2 


Taste XVII.—Percentage of Men Aged 65-69 Considered to be 
Unfit for Employment Related to Physical Demands of 
Occupation 


Percentage Unfit Percentage Unf 





Nc 
for Any for Original 
of Men 
Employment Employment 
Very heavy 72 18-1 48-6 
Moderately heavy 153 13-7 27:5 
Light 183 i3-7 18-6 
Sedentary 50 10.0 12-0 


raste XVIII Percentage of Men Aged 65-69 Considered to be 
Unfit for Employment Related to Mental Demands of 
Occupation 


Percentage Unfit | Percentage Unfit 


Mental Ni 
onta rs for Any for Original 
Demands of Men ' 
Employment Employment 
Severe 72 8-3 20-8 
Moderate 215 130 | 20-9 
Trivial 170 17-6 33-5 


as a broad index of strain imposed by employment it could 
be accepted The results are given in Tables XVII and 
XVIII for men aged 65-69. The proportions unfit increased 
with increasing physical demands of the original work, and 
decreased with increasing mental demands. Since these two 
influences are negatively correlated there is nothing un- 
expected about this result, and since both are related to 
other influences—-such as social class—no particular signifi- 
cance can be attached to the observations. 


Discussion 

In Part I we examined the incidence of disease and dis- 
ability in a group of representative men in the seventh 
decade, and in Part II we have attempted to assess the signi- 
ficance of these findings in relation to fitness for employ- 
ment. Before discussing this matter further we may sum- 
marize the main conclusions as follows. 

Fitness Related to Age.—The proportion of men unfit to 
work increased slowly after age 65. It did not rise sharply 


j j 
65 66 | 67 68 69 Total 60-64 6S-69 
| 
68.9 72-9 63.3 60.4 51-7 | 78-8 | 90-2 } 63-7 
1-0 2:1 1-3 1-1 1-5 18 | 1-1 
3-9 1-0 g.8 5.5 3-4 2:4 0-8 44 
17-5 17-7 11-4 20.9 21-3 91 2:5 17.9 
8-7 63 152 12-1 23-6 8-2 47 12.9 
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until the last year of the decade, when the proportion unfit 
to do their original employment increased from | in 4 (in 
the penultimate year) to nearly 1 in 2, and the proportion 
unfit to do any full-time employment increased from about 
1 in 10 to 1 in 4 (Table XIID. However, even in the last 
year 3 in 4 were capable of full-time work, and 1 in 2 was 
doing full-time work. 

Fitness Related to Social Class—Since numbers do not 
permit separate consideration of individual occupations, 
attention has been focused on social class, as assessed by 
grouping occupations. The proportion of men unfit to work 
was fairly sharply related to social class. In the age group 
65-69 the proportion unfit to do their original employment 
was approximately | in 10 in classes I and II, and 2 in 5 in 
classes IV and V (Table XVI); the proportions considered 
unfit to do any full-time employment were about 1 in 10 


and | in 5 respectively 

These findings have some bearing on the suggestions 
sometimes made that there may exist beyond retirement age 
a considerable reserve of labour, which might be exploited 
both for its contribution to production and services and as 
a means of reducing demands upon pension funds This 
possibility was considered to be unlikely in the Phillips 
Report (1954), in which it was estimated that a major change 
in retirement policy would be needed to effect a relatively 
small increase in the labour force of Great Britain. Our 
results support this conclusion An indication of the size 
of the reserve of labour, if it can be described as such, is 
given by the observation that, in the age group 65-69, 86 
of men were considered fit for some employment (74.4 
for their original employment) and 64.8 were actually 
employed (Tables VIII and XIII) But the reserve was 
chiefly among men in sedentary and skilled occupations 
In class I 90.9 were fit for employment (their original or 
other work) and 54.5% were employed. In class V 82.6 
were fit for some work (63.8% for their original employ 
ment) and 68.1 were employed Very broadly we may 
say that in classes I and II approximately | in every 3 men 
iged 65-69 was retired and fit to undertake his original 
employment ; in classes IV and V there were no retired men 
fit to do their original employment, and about 1 in 5 was 
retired but could do some full-time work. Clearly there 
was no substantial reserve of men over 65 who were both 
fit and willing to work. For, although 20°, of men aged 
65-69 had retired and were considered to be physically 
capable of undertaking full-time employment, most of them 
did not want to work, usually because they had been in 
relatively well-paid occupations, and the proportion fit and 
wishing to return was low (4.4%). It should of course be 
emphasized that these results were obtained at a time of 
full employment in an industrial area in which the range 
of possible occupations was very great, and there can be 
little doubt that elsewhere, and particularly in a period of 
unemployment, the findings might be very different 


But, while an increase in retirement age could be expected 
to have little effect on the size of the labour force, there are 
other grounds on which it might be considered At 65 it 
evidently bears little relation either to the association be 
tween fitness and age or to the actual frequency of employ- 
ment of men over 65, at least in a period of full employ- 
ment. This conclusion is not inconsistent with the observa- 
tion that there is only a small reserve of labour beyond 
retirement age; for the reserve is small only because most 
men go on working after they have reached the age limit 
The question which must be asked is whether it ts realistic 
to maintain pension age at 65 when at least 3 in every 4 
men work beyond it if given the opportunity and a financial 
incentive, and 9 out of 10 are physically capable of doing 
so Certainly, and this is the main point of the present 
inquiry, if an advancement of age of retirement were con 
sidered desirable for other reasons, there appear to be no 
medical grounds which would prohibit it And the main 
grounds for advancing retirement age are evidently not that 
it would add substantially to the labour force, but that it 
would rationalize a set of circumstances which already exist 
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That these circumstances differ in different occupations and 

at different levels of employment are other and complex 

questions which we shall not attempt to discuss. 
SUMMARY 

Eleven Birmingham general practitioners examined 
1,062 out of 1,243 men on their lists who were aged 
60-69, and Part I records the incidence of disease and 
disability in the decade. For this purpose we have 
attempted to include only diseases which would be 
regarded clinically as significant, and we have considered 
a disease to be disabling only if it interfered in an 
appreciable degree with the life of the individual. The 
proportion of men with disease was approximately 
4 in 5 in the whole decade ; in nearly half the cases the 
diseases were causing no disability. The incidence of 
disease and disability increased with age. The frequency 
of “severe” disability, defined as one which might 
restrict or prohibit employment, rose from | in 10 at 
60-61 to | in 5 at 68-69. A considerable part of the 
age increment was due to bronchitis, defective hearing, 
hypertension, and defective vision. 

[he incidence of disease and of disability was related 
sharply to social class, defined according to occupation. 
[he proportion of men with disease increased regularly 
from 2 in 3 in class I (professional, etc., occupations) to 
6 in 7 in class V (unskilled occupations), and the pro- 
portion with disability from 1 in 7 to 2 in 3. The pro- 
portion of men with disease who were in some degree 
disabled was | in 4 in class I and 3 in 4 in class V. 

The incidence of six of the eight commonest dis- 
eases —bronchitis, coronary disease, hypertension, peptic 
ulcer, defective hearing, and defective vision—was 
related to social class. Except in the case of coronary 
disease, where the association is different for patients 
with myocardial infarction and for those with other 
manifestations of the disease, incidence increased as 
social circumstances became progressively less favour- 
able—that is, from class I to class V. It is shown that 
in chronic bronchitis this relationship was manifested 
only among smokers. 

In Part II an attempt has been made to assess the 
fitness for full-time employment of 1,062 men in the 
seventh decade, of whom 458 were above retirement 
age (65). In the 66th year 3 in every 4 men were still 
doing full-time work, and in the 70th year | in 2. 
Financial need was the predominant reason given (in 
78.5% of cases) for remaining at work. 

The proportion of men considered unfit for employ- 
ment was approximately | in 10 in the whole decade, 
1 in 7 above retirement age (65-69), and 1 in 4 in the 
last year (69). [Three diseases—chronic bronchitis 
(chiefly), hypertension, and coronary artery disease 
accounted for about half of the examples of unfitness. 
Among men over retirement age the proportion unfit was 
related sharply to social class (defined according to occu- 
pation): it was about | in 10 in classes I and II (pro- 
fessional and related occupations) and | in 5 in classes 
IV and V (semi-skilled and unskilled occupations). The 
class difference was even more marked when fitness was 
assessed in respect of the work on which the individual 
had been engaged before retirement. 

It is concluded that, if an advancement of retirement 
age were considered advisable for other reasons, there 
appear to be no medical grounds which would pro- 
hibit it. 

We are indebted to Drs. F. G. Alexander, S. G. Burnie, D. L. 


Crombie, G. Forrest-Hay, W. B. Gough, R. N. E. Hinckley, 
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J}. E. Kerton, R. J. F. H. Pinsent, G. A. Readett, and J. A. J 
Wiseman, who carried out the field work of this investigation ; 
to Dr. H,. M. Kent and Dr. A. B. D. Mackie, who also kindly 
participated; and to the Endowment Fund of the United Birm- 
ingham Hospitals for a grant to cover the expenses 
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The cause of severe hypertension in man is not com- 
monly ascertainable, still less commonly can it be 
demonstrated to be due to a renal mechanism of the 
type discovered by Goldblatt (1934). Unilateral renal 
disease causing hypertension is both interesting theoreti- 
cally and important therapeutically Since relatively 
few cases have been reported, it is thought worth while 
recording a case in which malignant hypertension was 
} 


caused by a thrombosed aneurysm of the renal artery 


ind was cured by nephrectomy 


Case Report 
A man aged 48 was admitted to hospital on June 27 
1954, complaining of sudden pain in his left loin. He had 
1 low fever and was tender in the left loin and iliac fossa 
the blood pressure was 140/90 and the urine was free of 
ilbumin. He quickly improved and was discharged home 
On November 1, four months later, he was readmitted 
complaining of severe headache of two weeks’ duration 
The blood pressure was now 220/140 and the fundi showed 
ly papilloedema with recent haemorrhages and exudates 
Investigation The urine contained albumin and a slight 
excess of red cells The blood count was normal; W.R 
negative: Blood urea, 34 mg./100 ml urea clearance 
maximum) 53 of normal Intravenous pyelography 
showed a normal right pyelogram and poor excretion from 
small left kidney. Retrograde pyelography confirmed the 
latter, and urine from the left ureter contained albumin and 


ed cells, but was sterile on culture 

Hexamethonium tartrate by mouth had little effect on 
the blood pressure, and he was discharged on December 4 
4 month later he was admitted again as the blood pressure 
was still very high and the retinopathy unimproved ; opera 
tion was decided on 

Left nephrectomy was performed on January 14, 1955. 
4 small, grossly scarred kidney was removed along with an 
uneurysm of the renal artery occluded by thrombus 
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Thirty-six hours after operation the blood pressure fell 
to 90/60, at which level it remained for 48 hours until a 
noradrenaline drip was begun ; oliguria occurred, the urine 
output being 100 to 500 ml. per 24 hours from the third to 
the fourteenth post-operative day. The urine was of low 
specific gravity and the blood urea rose to 417 mg./100 ml 
it was thought that the sudden fall of blood pressure had 
caused a tubular lesion in the remaining kidney. A month 
later, at the time of discharge, the blood pressure was 
150/100, there was no albuminuria, and the blood urea was 
normal By October, 1955, the fundi had returned to 
normal, and in September, 1956, he remained symptom 
free with a blood pressure of 120/80. By January, 1958, 
the blood pressure had risen to 160/100, but he was well 
and the fundi were normal. 


Pathology.—The kidney was coarsely scarred and showed 


fibrosis and loss of pattern. Microscopically there were 
numerous old and recent infarcts with a few small areas of 
normal renal tissue between. The renal artery showed 


fibrosis of the media and well-marked lymphocytic infiltra- 
tion of the vasa vasorum. Where the artery was dilated to 
form the aneurysm, the histological picture resembled that 
of syphilitic arteritis, although there was no other evidence 
of this disease and no positive serology. Obstruction of the 
blood supply appeared to have taken place in stages, but the 
remnants of functioning renal tissue were probably supplied 


by capsular vessels 


Discussion 


It seems probable that the episode of pain in June, 1954 
was due to a major infarction of the left kidney The 
blood pressure was certainly normal then, but had risen to 
malignant levels four months later. Nephrectomy produced 
a rapid and sustained fall of blood pressure with a marked 
hypotensive overswing. Similar hypotension often occurs 
after removal of a phaeochromocytoma and, after removal 
of an ischaemic kidney, has been commented on by Hunter 
ind McElmoyle (1956), but does not occur in all such cases 
There was no evidence of bleeding in the present case, and 
the hypotensive overswing might have been due to long- 
standing inhibition of a normal pressor mechanism ofr 
possibly to a circulating depressor substance 

Although pyelonephritis is the most frequent unilateral 
kidney disease to produce hypertension, obstruction of the 
main renal artery is more closely comparable with the 
Goldblatt method of producing high blood pressure in ex 
perimental animals. It is in such cases that one might most 
expect to isolate a pressor substance from the peripheral or 
enal vein blood, although the evidence that such exists is 
not very convincing in spite of the claim of Margolin et al 
(1957). Poutasse (1956) lists 21 cases of renal arterial occlu- 
sion with hypertension which came to necropsy, and 19 
whose hypertension was relieved by nephrectomy: other 
cases are reported by Perera and Haelig (1952), Hunter and 
McElmoyle (1956), Stone et al. (1957), Haller et al. (1957), 
ind Connor et al. (1957). Hypertension due to renal em 
bolism is described by Bourne (1954) and by Prinzmetal 
et al, (1942), and due to an aneurysm of the renal artery by 
Howard et al. (1940) 





t 


We are grateful to Dr. N. F. Coghill, Mr. W. J. Ferguson. and 
Mr. J. Scholefield for permission to publish this case 
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Congenital Posterior Pharyngeal Pouch Simulating 
Oecsophageal Atresia 
The clinical and radiological signs of oesophageal atresia 
are well known and the diagnosis is not usually in doubt at 
the time of operation. In the clinical 
picture of atresia of the oesophagus was simulated by a 
pouch of the posterior pharynx. 


the case described 


Case REPORI 


\ female child, birth weight 3 Ib. (1.360 g.), was admitted 
it the age of 16 hours to the Nightingale Premature Baby 
Unit, Derby, on February 13, 1957. Delivery at home had 
been normal from a pre-eclamptic but previously healthy 
primipara of 23. The infant had been fed before 
admission, but no regurgitation of feed was reported. When 
admitted the temperature was 96° F. (35.6° C.), pulse 136, 
and respirations 48. The colour was good despite a copious 
flow of mucus from the mouth and pharynx. Numerous 
rhonchi were heard over both lungs. Mucus was aspirated 
and no further feeds were given until February 14 (40 hours 
ifter birth), when two feeds of glucose-water were given by 
bottle and retained. Expressed breast milk was then offered, 
but as it was regurgitated the succeeding three feeds were 
given by tube ; during the third of these difficulty was ex 
perienced in passing the tube. At radiological examination 
a radio-opaque catheter was held up at the level of the 
vertebra. Lipiodol passed down the 
catheter and demonstrated a blind upper segment similar to 
that seen in atresia of the oesophagus 

At operation the oesophagus was normal, and a catheter 
was passed throughout its entire length There 
fistulous connexion with the trachea or bronchi. It was then 
suspected that a pharyngeal pouch was present, and this was 
confirmed by inserting a smaller “ polythene ™ catheter, which 
passed directly into the pouch and could be seen protruding 
down through the thoracic inlet posterior to the oesophagus 
As the baby’s condition was poor 
be performed, but the infant died nine hours after operation 

At post-mortem examination a large pouch extended 
posteriorly behind the oesophagus, the neck of the -pouch 
arising in the posterior wall of the pharynx, opposite the 
epiglottis. Microscopical examination of the pouch showed 
the WwW ill to be degenerated and round 
celi infiltration. It had a nondescript lining which could 
have been necrotizing epithelium ; such morphological evi- 
dence as did occur suggested squamous rather than ciliated 


twice 


second dorsal was 


was no 


only gastrostomy could 


oedematous, with 


epithelium 
COMMENT 


Posterior hypopharyngeal diverticula in the newborn are 
unimportant in that they closely simulate 
especially if a tracheo- 


rare, but not 


atresia of the oesophagus there is 


esophageal fistula Brintnall and Kridelbaugh (1950) 
described two such cases that presented with symptoms 
similar to those of oesophageal atresia. In these cases 


pharyngoscopy was carried out at operation after a normal 
case the result was 
nconclusive, as the oesophagoscope passed into the diverti 
culum and the slit-like oesophageal aperture was thought to 
be cleft in the oesophageal membrane. In the second case 
the apertures of ihe diverticulum and oesophagus were 
clearly identified. In the case described, presumably the 
tube passed down the oesophagus normally during some 
feeds, while at others it was held up in the pouch 

The actual nature of the condition may be reduplication 
of the foregut or a true diverticulum True diverticula 
usually have the same type of mucosal lining as the part of 
the alimentary tract from which they Gross (1953) 
states that the epithelial lining of a reduplication resembles 
alimentary tract, although this does not 


oesophagus was found. In the first 


arise 


some part of the 
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necessarily correspond to the mucosa of the alimentary tract 
at the level of the reduplication. 

It seems probable that these patients will be admitted to 
hospital as cases of oesophageal atresia, and the diagnosis of 
pouch of the posterior pharynx made either at pre-operative 
pharyngoscopy or when a normal oesophagus is found at 
thoracotomy. The operation of choice in these patients is 
initially gastrostomy and, if the condition of the child 
permits, an incision in the right side of the neck to mar- 
supialize the pouch. The excision of the pouch should be 
carried out later, and it may be advisable to delay this until 
the child is between 3 and 6 months old. 

As an identical clinical picture may be presented by 
atresia of the oesophagus and posterior pharyngeal pouch, 
it might be advisable to carry out pre-operative pharyn- 
goscopy, in the hope that the opening of a pharyngeal pouch 
would be seen ; and if such an opening were seen, then an 
attempt should be made to guide a catheter alongside it into 
the oesophagus. 


I am grateful to Dr. B. M. Laurance for permission to publish 
this case report and for advice in its preparation. I thank Miss 
B. V. Slesser, who performed the operation, for her advice; Dr. 
G. Q. Chance for the radiological report: and Dr. D. Barron 
Cruickshank, Cambridge, for the report on the sections. 


BARBARA HUTCHINSON-SMITH, M.B., 
Lately Paediatric Registrar, Derbyshire Children’s Hospital 


REFERENCES 

Brintnall, E. S., and Kridelbaugh, W. W 

Gross, R. E. (1953). The Surgery of Infancy and Childhood 
p. 222. Saunders, Philadelphia 


(1950). Amn. Surg., 131, 564 
chap. 1° 


Iris Colour in Mongolism 


Deficiencies in pigment production, as manifested by hair 
colour, have been demonstrated in phenylketonuria (Cowie 
and Penrose, 1951) and in the infantile Fanconi syndrome 
(Cowie, 1956). In both these conditions, anomalies in 
amino-acid metabolism are known to be present. In 
mongolism, too, anomalies in amino-acid metabolism have 
been reported, the significance of which remains unexplained 
(Wright and Fink, 1957). It was therefore thought that it 
might be useful to investigate pigmentation in mongolism 
As the colour of the iris is said to depend partly on the 
pigment in the stroma cells and partly on that in the cells 


of the retinal layers (Hine, 1949), it seems reasonable to 
think that iris colour may reflect disturbance of pigment 
metabolism 

Further, immature development, producing what Shuttle- 


worth (1909) calls an “unfinished child,” is a well-known 
feature of mongolism. In view, therefore, of Tanner's (1953) 
statement that, “like the hair, the iris gradually becomes 
darker as the individual ages except in those with very light 
eyes to begin with,” it was thought that the tendency to 
immaturity in mongolism might be reflected by a lag of this 
darkening process in the iris 

Observations on iris colour in mongolism have been 
recorded (Brushfield, 1924; Engler, 1949). No attempt, 
however, appears to have been made to compare objec 
tively the iris colour in mongolism with that in a control 
group 


PRESENT INVESTIGATION 


The iris colours of 94 patients with mongolism at the 
Fountain Hospital, of whom 57 
ranging in age from 3 to 23 years, were compared with 
those of an unselected group of mental defectives of the 
same age and sex from the same hospital 

This was done by means of the “ Martin Augen-Farben 
Tafel.” This consists of a metal box in which are embedded 
a series of 16 glass eyes of varying colours, ranging from 
dark brown to light blue, and labelled 1 to 16 respectively 
On this scale, the lighter the eve the larger the number 
thus the darkest eye is labelled 1 and the lightest 16 

The technique used was to record the number of the eve 
on the scale corresponding closest in colour to the eves of 
the subject being examined. The same observer made the 


were males and 37 females, 
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observations throughout and only in natural daylight, keep 
ing the scale in a similar position to that of the eyes of the 
subject so that the light was impinging directly on them 
In this way it is considered that variations due to inconstant 
light effects were practically eliminated 

While it is recognized that, in the words of Tanner (1953), 














the colour of the iris itself is seldom uniform, the general 
colo eing interfered with by superimposed detail colour 
St e form of spots or small patches,” and while it 
ilways be possible to match a subject's iris colou! 
exactly with one on the scale, any approximation seemed to 
S< ! to ke no significant difference to the 
C SI The sults are shown in Table I 
TA | 
M wie nls . P 
4 2 
N 
g 5 + 10} 25) I I 
} + 
Taare Il 
I Sha B B 
I 
M ( Scale % ) 
Mo ‘ 60 4 
42 4 
I 1 7% 188 
Professor L. S. Penrose very kindly summarized the find 
ngs shown in Table II and commented on them as follows 
[he ngols are a little more often blue-e\ Tha 
controls, the difference examined by ,° for one degree of 
reedon 1.4—quite insign ficant statistically 
uld appear, then, that anomalies of pigment meta 
bolism, as reflected by an estimation of iris colour, are not 
feature of mongo 
I am indebted to Professor L, S. Penrose, who suggested this 
gation and kindly d on the results, and to Dr 
B. H. Kirman for his é dvice. My thanks are also 
due to Drs. L. Cron nd J. Stern for their Ipful suggestions 
nd to the nursing iff of the Fountain Hospital for their co- 
yn during coll ion of the d 


J. M. Bera, M.B., M.Sc 
Fountain Hospital, London 
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4 Case of Ventricular Cyst Causing Hydrocephalus 
In the ventricles of the brain diverticula occur as well as 
r t nuine cysts are rare and are a disease 
of adul tk yf children. In the literature mostl 
single cases are mentioned. Kelly (1951) collected 29 cases 
f ependymal cysts up to 1951. The youngest patient among 
them was 21 years j In the Hungarian literature on 


shoczk 1929) and Kerkovits and Fehér (1954) have re 
third ventricle. The case recorded 
large cyst in the third vents 


Cie 


CASE REPORT 


\ end f I54 3-months-old male infant i 
tted to lepartment. He the second child, and 

Arte i il } ind labour Fan 

i rf portance At th skull w ne 
lau re, b vt he was 6 weeks old it was obs d 
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On his admission to hospital the huge cerebral skull was 
in striking contrast to the small facial skull and the abnor- 
malty small body. Dilated veins were visible on the skull 
The anterior fontanelle was bulging and enlarged to the size 
of half a hand [he coronal and sagittal sutures of the 
skull were widely separated. The posterior fontanelle was 
the size of a baby’s hand. The skull bones were soft. The 
circumference of the skull was 48 cm., that of the chest 
37 cm. Signs of bilateral bronchopneumonia were present 

The infant was apathetic and his face was expressionless 
The pupils were equal, dilated, and faintly responsive to 
light. The sucking reflex was regular. Chvostek’s sign was 
negative The tone of all muscles was increased, and the 
imbs were in extension. There were no signs of meningism 
Tonic-clonic spasms in the limbs occurred several times a 
day Lumbar puncture yielded only small amounts of 
fluid, so that fluid was drawn off from the anterior forta 
nelle. It was slightly yellow. Pandy’s globulin test on the 
fluid was positive, 
Walter's bromide 


negative \ 
\\ lymphocytes 
were present. The 


level of sugar was 
71 mg. per 100 ml 
ind of albumin 34 
mg. per 100 ml 
Bronchopneu 
monia_ persisted, 
ind the infant be 
came steadily 
worse. He died on 
the 48th day afte 
dmission to hos 
pital 
Post-mortem 
Findings. At 
necropsy the ci 
cumference of the 
skull in the occi- 
pito-frontal plane 
was 50 cm The 


small fontanelle 








Dissected brain. a=side ventricle; b 
cerebellum ; c=cyst 


measured 8 by § 
cm The sutures were widely separated and the skull 
bones thin The brain was very large (see Fig.), the 
gyri were flattened, and the substance was soft. On open 
ing the lateral ventricles a large quantity of fluid gushed 
out. A cyst the size of a man’s fist bulged from the third 
ventricle ; it was full of blood, and was connected to the 
bottom of the ventricle by a thin peduncle. It filled the 
whole cavity of the ventricle, compressed the neighbouring 
structures, and blocked the flow of fluid. Histological 
examination showed that the wall of the cyst was dense 
fibrous connective tissue, lined inside with a single layer of 
flat cells. Elastic fibres were not seen. With van Gieson’s 
tain the wall showed fuchsin red, while the inner layer 
of cells was orange. This layer stained red with Heiden 
hain’s (azan) stain, the wall being aniline blue. With Foot’s 
silver impregnation the finest fibres of the wall and the 
lining layer of the cells proved to be argentaffin. From 
these histological observations the conclusion can be drawn 
that the dense wall of the cyst consisted of mesenchymal 
tissue of embryonal character containing no elastic elements 
Elements of muscle were not found The cells lining the 
cyst were shown by the stains to be young endothelial cells 

We considered the case worth publishing because of the 
great size of the cyst and because of its occurrence during 
nftancy 

Georce KorAnyi, M.D 
Paut RutKal, M.D., 


Paediatric Department and Pathological Inst f the 


Medica! Postgraduate Institution, Budapest 
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LECTURES BY ADOLF MEYER 


P 10biolog 1 Science of Man By Adolf Meyer, M.D 
Foreword by Nolan D. C. Lewis. M.D. ¢ ompiled and edited 
Eunice E. Winters and Anna Mae Bowers. (Pp. 2574 
XXiii Us.) Springfield, Illinois Charles (¢ Thomas. 
Oxford: Blackwell Scientific Publications. 1957 
As is claimed on the dust cover, “It would be hard to 
exaggerate the scope of Dr. Meyer's influence on the prac- 


tice of psychiatry in the first half of the twentieth century 


or to OVerestimate the respect, admiration, and affection with 
which he was regarded by his students and co-workers.” 
The publication of these the first of the series of the Thomas 


W. Salmon Memorial Lectures 25 years after their delivery is 
[hey have been compiled with 
nass of material this truly great man and 
his death in 1950, at the age of 84 The 
gratitude for the help they received in 


therefore most welcome 
loving care from the 
psychiatrist left afte 


editors CApPress the: 


their task from two of Meyer’s most distinguished living 
pupils, Sir David Henderson and Dr. Wendell Muncie. 
Although the Collected Papers of Adolf Meyer have 
ippeared in four volumes (Volume I-——-Neurology, 1950: 
Volume Il—Psychiatry, 1951; Volume Il—Medical Educa- 
fio 19S] Volume IV Mental Hygiene 1952: Johns 


Baltimore), many, and perhaps especially his 
Adolf Meyer should be allowed 
this, the formal and far- 
should available 


Hopkins Press 
I 
will rejoice that 


that 


vid pupils 
to speak 
eaching statement of his 
for the present 

In essence, Meyer's approach to the problem of psychiatry 
health (he the term mental 
was In many ways quite simple. In any briet 
summary what he taught obvious 
platitudes. For example: We must to realize and 
to recognize the wide range and variety ¥ tactors at work 
medically 


* lev els 


again, and most 


career, become 
generation 

ind mental originated 
nygienc ) 
now seem 


form, may 


ilways try 


Any sharp division between mind and body is 
better to think biologically in terms of 

While the student will find the differentia 
he must guard 


useless * : it is 


oF integration 


tions of the reaction types of value, 


basic 


igainst premature inferences and assumptions ” based upon 


i “ diagnostic label We must always respect the individu 
ility and dignity of our patients. Our approach to thei 
problems should be plastic ind “ pluralistic We 
should beware of applying 1 ready-made code in terms 
of complexes and rechanisms Instead of leaving the 


probe at once into 


to be playing 


npression that in most cases we have to 


mental factors 


the sex life when we suspect 
role, | should emphasize the fact that after all practically 
very fundamental function can take a lead in the person 
¢ istro-intestinal, for instance As regards 
nt, he once said I do not believe in perfection Or 
ymniscience, but in doing one’s best Again, “1 look for 
pportunities to make improvement rather than sins to be 
overcome.” \ fact is anything than can be a factor: a 
lack is anything that makes a difference "—-and social 
fact can be of major importance (Mrs. Meyer was the 
first psychiatric social worker.) In_ brief Adolf Meyer 
ilwa taught that there is no simple answer to problems 
that ¢ inherently complex and difficult He was only 
dogmatic in his insistence that we should not be dogmatic 
Adolf Mever had profound effect and lasting influence 
m nearly all his pupils I count myself amongst those who 
owe him a very deep debt of gratitude. But he was born a 
Swiss : German was his mother tongue ind German con 
‘tructions and modes of thinking and expression pervade 
his iting These lectures, like so much he wrote, make 
difficult idin Their subjects are Psychobiolog\ 
Pathology ind I} rapy | fear that readers who did 
not know Adolf Meyer personally may find them disappoint 


times obscure. Yet | am sure that 
will thank the editors that 


ng and the 


if meaning 
those who did know him 


as the 
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result of their devoted work, Adolf Meyer, with his vision, 
wisdom, and authority, is now once more with us and that 
he has been “ allowed to speak again.” 

DESMOND CURRAN. 


A TEXTBOOK OF NUTRITION 


Basic Nutrition By | W. McHenry, M.A., Ph.D 
F.R.S(C.). (Pp. 389+xv; illustrated. 40s.) London: Pit- 
man Medical Publishing Co., Ltd. 1957 


intended for students in 
colleges, universities, and schools of nursing. It provides 
well-balanced and comprehensive instruction in human nutri- 
tion for readers who already have an adequate knowledge of 
biochemistry and physiology. Its 14 chapters cover hunger 
and appetite, methods of nutrition investigation, 
requirements, carbohydrates, fats, protein, and amino-acids, 
nutrient elements, vitamins, nutritional requiremenis, the 
nutritive value of foods, choice of foods, special diets, evalu- 
ation of nutritional conditions, and the causes and prevention 
of malnutrition. The size of the chapters is related to the 
material to be covered, with only six pages on hunger and 
ippetite as compared with 66 on the vitamins. A selection 
of references is included after each chapter. An appendix 
covering 49 pages tabulates information on composition of 
foods, the values being given for common household units 
such as cupfuls, with the corresponding weight in grammes 


[his competently written book is 


energy 


in parenthesis 

Ihe author's expert knowledge of official pronouncements 
bodies such as the Food and Agriculture 
Organization of the United Nations, is admirably sum- 
marized for the benefit of his He shows himsel! 
cognizant of all the latest trends of thought concerning his 


on nutrition, by 
readers, 


subject, including recent speculation on a possible relation 
ship between coronary disease and the nature of the dietary 
fat. He is lucid and forthright in his generalizations, per- 
haps sometimes at the expense of obscuring minor issues 
We may agree, for example. with his statement on page 151 
that deficiency of any essential nutrient can cause cessation 
in growth The fact remains, however, that growth is 
stopped much more promptly by deficiency of some nutrients 
than of others. The text is brightened by a few photographs 
of famous pioneers in nutrition research and of historic 
pieces of apparatus. Chemical formulae, and illustrations 
showing the clinical or experimental effects of nutritional 
deficiencies. are not included. An adequate subject index 
concludes a praiseworthy work, which can be recommended 
confidently to the class of reader for whom it is intended 
Few experts, in fact, will go through its pages without find- 
ing something new and interesting to add to their store of 


knowledge T. Moort 
SEX OFFENDERS 

The Psychology of Sex Offenders. By Albert Ellis, Ph.D 
and Ralph Brancale, M.D., with the collaboration of Ruth 
R Doorbar (Pp 132+ vii 27s. 6d.) Springfield, 
Illinois: Charles C€ Thomas Oxford: Blackwell Scien 
tific Publications 1956 
The Sexual Criminal—A Psychoanal Study. By J. Paul 


edition. (Pp. 375+xx; 

Charles C. Thomas 
1956 

a Sex Offender 


M.D.. F.A.C.S. Second 
50s.) Springfield, Illinois 
Blackwell Scientific Publications 


de River 

illustrated 

Oxford 
In 1949, following a number of 
Act was passed in New Jersey ordering a mental examination 
of all sex offenders. In 1950 the Act was amended. Ellis 
Brancale were given a unique opportunity of studying 
(a 100 1949 
Act at the New State Diagnostic their 
capacities as chief psychologist and respectivel\ 
also took the opportunity of retesting hypotheses made 


sex crimes, 


and 


300 consecutive sample) under the 


Centre, in 


cases 
Jersey 
director 
They 
by Abrahamsen at Sing Sing Prison (1950)and other studies 
They differentiate four types of sexual offender: (1) normal 
(3) sexually and psychiatric 
(4) psychiatrically but not 
They consider that all sex 
a Sex Offender Act and 


interesting 


(2) sex deviates : 
ally deviated offenders: and 
sexually deviated sex Offenders 
offenders should be examined under 
rewritten 


sex offenders 


that sex laws should be Ellis in an 
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ipter on “ What is Normal Sex Behaviour?” tends to 
verstress cultural factors and neglect the influence of intra 
psychic conflict and fantasy thinking in the production of 
ibnormal sexual behaviour Ellis and Brancale’s classifi 
cations merit discussion by other workers in this field 

Dr. de River is director of the Sex Offence Bureau of the 
City of Los Angeles, and is joined by other contributors in 

e second edition of his study of the sexual criminal. These 

e a judge, the chief medical officer to Florida State Prison 
Dr. Mark Adams), a criminal attorney, a police inspector 
Morals Division), and a crime write! Dr. de River has 
exceptional experience of sexual criminals He records 
interviews with murderers, rapists, a necrophiliac, and other 

rverts, illustrated b uesome photographs—for example, 
‘a sadistic killer viewing the headless body of his victim in 
the morgue ” (certainly not the book for the squeamish, nor 


to leave lying around) D de River is an eclectic with 





religious views about free will. and his book is not correctly 


described as “a psycho-analytical study n spite of many 





psycho-analytic ideas propounded. This subtitle should now 
¢ omitted or revised (for example 1 psychiatric and 
criminological study”), as it ts misleading. Dr. Mark 
Adams, in a most sensible chapter The Sexual Criminal 
in Prison,” thinks it probable that at least 50°, of male 
imates take part in a homosexual act during imprisonment 
He states it the theory that punitive imprisonment prevents 
rime or aids in the rehabilitation of criminals has been 
shown time and again to be fallacious. He describes prisons 
schools of crime Judge Joseph Call would like to see 
sex offence bureat eaded b i psychiatrist in every 

i C the U.S.A 
B t es iluable cont tions 1 difficul 


SOCIAL ASPECTS OF PRESCRIBING 


Social Aspects of Pre » By J. P. Martin. Foreword 
9y Professor R. M. Titmuss. (Pp, 180+xii. 21s.) Mel 
“ourne, London, and Toronto William Heinemann Ltd 
$7 
[he subject of prescribing and its cost is one which pr 
kes much current and even passionate controversy and 
it present occupying the time of two learned 
ttees There is no doubt that there is 
prescribing, without which t must be con 
ctors would not have time to eat thei: 





vers, and that some of the agents used are considerab! 
e expensive than ilmost identical and equally efficient 


emedies : on the other hand. the use of the modern pharn 


ceutical preparations whicl ive caused such a scientific 
revolution in medicine has effected vast economies to tl 
State in mortality, morbidit ind hospital beds A serio 
ly of the social aspects of prescribing is theret 
pposite and to be welcomed 
The research described in this monograph was mainl 
financed by the Social Research Division the London 
School of Economics Its author is not a doctor and has 
fined himself to facts rather than opinions, examinir 
contemporary problen prescribing behaviour undet 
National Health Service th scientific detachment | 
lying statistical techniques to the analysis of a large 
nber of variables which might be thought to influenc« 
h equer nd cost of prescribing. In addition he mak 
historical analysis from 1911 onwards of the administ 
cedures devised to limit the total cost of the pharm 
howing that in recent years there has been 
tt rom coercive t i re educat nal f ns of cont 
As P sor Titmuss say for ] It in essa 
t! social arch applied to a particular proble 
polic Wi! th k answ tain que 1S 
2 numt thers, s f which lie the 
le of medic d ( The book 1 | 
nn led, and no doubt t id | 
¢ teache licit ind adn st rs, t 
h ff "1 
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THE AQUEOUS HUMOUR 


Documenta Ophthalmologica: Advances in Ophthalmology 

Volume XI. Edited by G. von Bahr, J. ten Doesschate, H 

Fischer-von Biinau, J. Francois, H. Goldmann, G. lo Cascio, 

H. K. Muller, Jean Nordmann, A. J. Schaeffer, and Arnold 

Sorsby (Pp. 334; illustrated. No price.) The Hague: 

Dr. W. Junk. 1957 
This volume is essentially a report of a symposium held on 
the aqueous humour in Munich in May, 1956; and a very 
interesting symposium it was. The first five papers deal 
with the clinical results of the technique of aqueous punc- 
ture, a relatively new method of diagnosis depending on 
the cytological and bacteriological content of the aqueous 
emoved from an inflamed eye by paracentesis. The clinical 
value of the method is problematical and no novel con- 
clusions emerge The chemistry of the aqueous humour 
received much attention: nine papers are devoted to protein 
chemistry and serology, four to the chemistry of the electr« 
lytes (mainly NaCl), four to the amino-acids and terments 
ind one to the significance of the sugars. The physiological 
iction of “ diamox” as elucidated by animal experimenta 
tion and as a means of lowering the ocular tension ts full 
discussed in five papers. Linnér, of Gothenburg, speaks ot 
his work on the use of ascorbic acid as an indicator of the 
blood flow through the eye; a section is devoted to the 
dynamics of the aqueous humour (its inflow, circulation, 
ind outflow), and a final paper by Weise, of Diisseldorf 
discusses the similarities and differences between _ the 
iqueous humour and the cerebrospinal fluid. 

On the whole the symposium, participated in by Europea 
vhysiologists and ophthalmologists, was of a high standard 
and informative ; and, as usual in such reports, the most 
exciting reading is in the free discussions rather than in the 
presentations. The language of the volume is mainly 


German, but a few papers are in French 


STEWART DuKkr-Fi prt 


COLLECTED PAPERS OF HUGH TRUMBLE 


The Collected Papers of Hugh Trumble. Edited by Leonard 
Cox, M.D., R. S. Lawson, F.R.C.S., and T. E. Lowe, M.D 
Foreword by W. G D. Upjohn, O.B.E., M.D., M.S 


F.R.C.S., F.R.A.C.S Pp. 302+ xx illustrated 84s.) 
Melbourne: Alfred Hospital in association with Melbourn 
University Press 1957 


this volume has been published as a tribute of esteem fron 
the colleagues and friends of a distinguished surgeon whx« 
vas for many years associated with the Alfred Hospital 
Melbourne Hugh Trumble started as a general surgeon 
with wide interests, and, as the editors state, “ few surgeons 
now living have mastered one specialty after another wit! 
such effect Even he, however, gradually limited his work 
to orthopaedics and neurosurgery, and finally devoted 
nearly all his time to the surgery of the nervous system. 
Most of the papers are on orthopaedic or neurosurgic 

subjects. A perusal of them makes it clear that their author 
is an accurate observer with an independent and original 


mind: he possesses also the rarer faculty of devising and 


pert ing valuable experimental work. His originality 1s 
perhaps best shown by his pioneering operation (published 
n 1932) for fixation of a tuberculous hip by an extra 
irticular bone-graft. Some of his ideas would bear elabor 


tron It is stimulating, if not tant ilizing. to be told that 


s quite possible that a series of observations would sh 

that skin-pressure tolerance varies slightly with the blood 
pressure We hope this suggestion may be followed up. The 
ongest article on the spread of pituitary tumours outside 
the Il turcica s th best account I have seen I vyhere 


Hugh Trumble is closely related to two |! Test 
icketers. and he himself has been a distinguished exponent 


ind good cricketers bot! need 


ervant ind stead skilful hands 
ZACHARY Copt 
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fHYROID HORMONES AND THE SKELETON 


Failure of expected linear growth and the retardation 
of skeletal development are the long-recorded effects 
of thyroid deficiency in childhood. To these signs 
L. Wilkins' added epiphysial dysgenesis (“ stippling ” 
of the developing epiphysial centres) as pathogno- 
monic evidence of hypothyroidism in the maturing 
skeleton. These three abnormalities have consider- 
able importance in the diagnosis of hypothyroidism. 
In the athyrotic cretin recognized soon after birth it 
is possible to say, for example, if the cuboid and the 
knee epiphyses are absent, that thyroid deficiency 
was present during foetal life. If dysgenesis of the 
femoral head is seen in a cretin several years old, it is 
possible to assume that the thyroid deficiency had its 
onset at the age of 9 12 months. Epiphysial dys- 
genesis has to be distinguished from osteochondritis, 
limited to a single epiphysis, 


which is usually 


and from chondrodystrophy, in which there is 
usually characteristic metaphysial deformity. Skeletal 
maturation (“bone hypothyroidism is 
usually more retarded than linear growth (“height 


By a con- 


age”) in 


age’), though they may be coincidental. 
sideration of all these facts it is usually possible to 


distinguish hypothyroidism, not only from other 


abnormalities of bone development, but also from 
other forms of dwarfism, whether due to malnutrition, 
to other endocrine abnormalities, or to causes un- 
known. Thyroid hormone is so essential for the 
development of bone that hypothyroidism in child- 
never be diagnosed when height 


hood should 


increments and skeletal maturation are normal. 


Wilkins, I 1 ID Ch 1941, 61, 13 

Pickering, D. I und Fisher, D. A.. ibid., 1953, 86, 574 
_ mith, D. W., Blizzard, R. M., and Wilkins, I Ped 1957, 19, 1011 
* Russell, A., Pro vy. S \fed., 1950, 43, 914 

DiGeorge, A. M., and Paschkis, K. E., / n. Endocr., 1957, 17, 645 
” Reilly, W. A., Pediat. Clin. N. Amer., 849 

Ear H., and Leblond, C. P., / ’ gy, 1954, 54, 249 

DiGeorge, A. M.,d’ Angelo, S. A., and Paschkis, K. I Lar 1955S, 2, 839 
Gilliland, I., ibid., 1955, 2, 1378 

Hubble, D., ibid., 1955, 1, | 

McG E. M., and H 1M / I 1955, 15, 668 
Hubble, D uv 19 1. 111 

Hut IM d Met E.M j n. En 1954, 14, 689 

Star i as & Que bid., 1956, 16, 1522 
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1954, 250. 555 
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THYROID HORMONES AND THE SKELETON 


In athyroidic monkeys it has been shown that lower 
levels of circulating thyroxine are required for the 
normal function of such skin, muscle, 
stomach, intestines, heart, arteries, and kidneys than 
for the skeletal and central nervous system.* The 
results of these experiments correspond well with 
clinical observations. The brain is often permanently 
damaged by a deficiency of thyroxine in foetal life 
and during the first year or two of extrauterine life.‘ 


tissues as 


If hypothyroidism develops in later childhood when 
cerebral development is presumably complete, there 
is often surprisingly little change in academic perfor- 
mance. The grammar-school child may have no 
difficulty in maintaining his position in his form 
despite a degree of hypothyroidism which has led to 
an almost total arrest of growth and skeletal matura- 
tion. Similarly, the evidence of hypothyroidism in 
other systems may be meagre‘ despite the retarda- 
tion of growth. In the boy aged 18 years, described 
by Dr. H. Zondek and his colleagues at page 546 of 
the Journal this week, only growth, skeletal matura- 


tion, and sexual development were affected. This 
patient ‘may have suffered some depression of 
pituitary function as has been shown to occur 


occasionally in hypothyroidism in relation to the 


growth hormone,’ the thyrotrophic hormone,* * and 
the gonadotrophins.'° Nevertheless the present 


assumption is that the maturing skeleton in child- 
hood is more sensitive than are other systems to 
thyroxine deficiency. 

Such incomplete clinical pictures of hypothyroidism 
are particularly likely to occur in the acquired hypo- 
thyroidism of childhood, whether this is due to dys- 
genetic hypothyroidism'' (imperfect descent of the 
thyroid), as it sometimes is, or to an impaired syn- 
thesis of thyroxine,’*"'* or to Hashimoto’s disease, 
which rarely occurs in childhood’’ ; since in all of 
them the formation of thyroxine may be reduced. 
These disorders can be defined only by radioiodine 
techniques, some instances with 
chromatographic investigations. Scanning diagrams 
show small areas of active thyroid tissue in the sub- 
lingual region in cases of dysgenetic hypothyroidism, 


associated in 


and patients with all these disorders may have a high 
iodine uptake and a high level of circulating protein- 
bound iodine —which, as in the case of Zondek and 
his colleagues, may be by no means totally composed 
of thyroxine. Radioiodine investigations in children 
should be conducted with considerable caution."* In 
Zondek’s case it seems possible that the changed 
thyroid function after repeated tracer doses (50 sc) 
may have been due to the radioiodine itself, for it 
has been shown that thyrotoxicosis in children can 


be cured by repeated tracer doses of iodine-131.' 
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While the treatment of thyroid deficiency in child- 
hood demonstrates the effect of the thyroid hormone 
in promoting growth and skeletal maturation, this 
hormone is not a protein anabolizer in its own right. 
It is generally held, as has been proved by animal 
experiment, to have a strongly synergistic action 
with the growth hormone in protein anabolism. In 
cases of adult thyrotoxicosis, osteoporosis—a destruc- 
tion of the protein matrix of bone and a loss of 
calclum-——may sometimes occur. Here then is an 
apparent paradox: the thyroid hormone, on the one 
hand, acting as a protein anabolizer in the growing 
animal, and on the other hand acting as a protein 
catabolizer in adults suffering from hyperthyroidism. 
rhe explanation of the paradox lies in the supporting 
action which the thyroid hormone gives to protein 
anabolizers, whether to the growth hormone or to 
androgens. In children, amply supplied with growth 
hormone, thyrotoxicosis causes rapid bone growth 
and an accelerated skeletal development’* ; in adults 
suffering from thyrotoxicosis the negative balance of 
nitrogen and calcium can be converted to a positive 
balance by the administration of testosterome 





GLUTAMIC-OXALOACETIC TRANSAMINASE 
The group of enzymes known as transaminases occur 
in most tissues of the body.’ The glutamic- 
oxaloacetic transaminase is one of this group, and 
the amount of it in the serum is increased in certain 


diseases and morbid conditions The measurement 
of its level in the serum may therefore be helpful in 
diagnosis. 

The transaminases catalyse the reversible transfet 
of an amino-group from the a-carbon atom of an 
e-amino-acid to the a-carbon atom of an a-oxo-acid, 
a second a-amino-acid and a second a-oxo-acid being 
produced. The prosthetic groups of these enzymes 
are pyridoxal phosphate and pyridoxamine phosphate 

derivatives of pyridoxine (vitamin B,)}——which func- 
tion as the amino-group acceptor and donor respec- 
tively. Glutamic oxaloacetic transaminase catalyses 


the following reaction: 


COOH COOH COOH COOH 
(CH,) CH, : (CH,) CH 
and / and | 
CHNH, CO CO CHNH 
COOH COOH COOH COOH 
glutamic oxaloacetic a-OX0- aspartic 
icid cid (a-keto-) icid 


glutaric acid 
Its activity in the serum may be measured either 
spectrophotometrically or colorimetrically In the 
a-Oxo-glutarate- 


spectrophotometric method’ the 


aspartate reaction is coupled with the malic dehydro- 
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genase enzyme system, and the rate of oxidation of 
the reduced diphosphopyridine nucleotide (D.P.N.H.) 
in the system provides a measure of the amount of 
glutamic-oxaloacetic transaminase activity which is 
present. By means of this method, the glutamic- 
oxaloacetic unit is defined as the amount of enzyme 
which decreases the optical density at 340 my (due to 
D.P.N.H.) by 0.001. In the colorimetric method the 
amount of oxaloacetic acid which is produced from 
e-OxOglutaric and aspartic acids under standard con- 
ditions is measured directly after conversion to its 
2: 4-dinitrophenylhydrazone ; the enzyme unit in this 
case equals the number of microgrammes of oxalo- 
acetic acid produced per millilitre of serum per minute. 
The colorimetric procedure is quicker if large num- 
bers of simultaneous determinations have to be made 
and it requires no specialized apparatus.’ Results 
obtained by the two methods appear to agree satis- 
factorily.’ 

Liebermann and his colleagues’ employed the 
spectrophotometric method and reported that the sera 
of 73 normal people contained between 8 and 41 units 
of glutamic-oxaloacetic transaminase activity per 
millilitre. The mean value was 25.1 units with a 
Other workers have 
Cerebrospinal 


standard deviation of 7.4 units 
published similar sets of figures.° * 
fluid normally contains about half the concentration 
of glutamic-oxaloacetic transaminase which is present 
in the plasma. 

Raised titres of serum glutamic-oxaloacetic trans- 
aminase occur in conditions which involve death of, or 
injury to, large numbers of metabolically active cells. 
They have been reported in cases of myocardial, 
intestinal, and cerebral infarction; in some liver 
diseases, notably infective hepatitis, carbon tetra- 
chloride intoxication, cholangitis, and neoplastic in- 
filtration ; and after bowel surgery. The titres also 
rise when large doses of salicylates are administered.’ 
The titre in the cerebrospinal fluid increases after 
cerebrovascular accidents The discovery that the 
levels of serum glutamic-oxaloacetic transaminase 
activity are high after myocardial infarction (an in- 
cidence of 90 98°, has been reported'’) has prompted 
attempts to utilize them in diagnosis. High levels of 
serum glutamic-oxaloacetic transaminase usually be- 


Cohen, P. P.. Chemical Pathwa f \fetabolism, 2, 1954, edited by D. M 
Greenberg, New York 
Meister, A 4 Symposium on Amino Acid Metabolism, 1955, edited by 


W.D. McElroy and H. B. Glass, Baltimore 
inn. Rev. Biochem 1956, 25, 29. 

* Brit. med. J., 1957, 1, 573 
® Karmen, A., J/. clin. Invest., 1955, 34, 31 
®* Lehmann, H., and Ryan, E., Lancet, 1957, 2, 343. 
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come apparent about four hours after the infarction, 
they may persist for about three days, and the maxi- 
mum value may represent a 20-fold increase above 
the normal upper level. Comparable increases do 
not occur in cases of myocardial ischaemia without 
frank pulmonary embolism."’ 


Though clinical experience with this test is still rather 


infarction,’ or in 


limited, it appears that a serum glutamic oxaloacetic 
transaminase titre of less than 40 units is good evi- 
dence against a diagnosis of myocardial infarction, 
provided the determination is made on blood with- 
between 4 and 72 hours after the onset of 
Che test is especially valuable when the 
make 


drawn 
symptoms. 
effects of pre-existing ischaemia electrocar- 
diographic abnormalities difficult to evaluate. In 
appraising the significance of a raised level of serum 
glutamic Oxaloacetic transaminase in suspected cases 
of myocardial infarction, other possible sources of the 
enzyme, especially infarcted bowel and acutely in- 
flamed pancreatic tissue, need to be borne in mind. 
It has been claimed that the size of experimental 
myocardial infarcts can be correlated with the sub- 
sequent level of serum glutamic oxaloacetic trans- 
But it 
extent of clinical myocardial infarction on the basis 


aminase. is wiser not to try to assess the 
of single measurements of enzyme activity, and it is 
doubtful whether attempts to study the changing 
enzyme titres over a period would be useful either. 

The increase in the level of serum glutamic oxalo- 
acetic transaminase which occurs when the paren- 
chyma of the liver is injured sometimes helps in the 
differentiation between obstructive and toxic-infective 
jaundice, and sometimes provides confirmatory evi- 

The pos- 
and in the 


dence of neoplastic invasion of the liver. 


sible value of the test in such cases 
epidemiological study of infective hepatitis is dis- 
cussed by Dr. S. Madsen and his colleagues in an 
article at p. 543 of the Journal this week. 

Work on these and related enzymes will doubtless 
be extended to aid clinical medicine. It is already 


common practice to study the activity of serum 
glutamic-pyruvic transaminase activity at the same 
time as that of serum glutamic oxaloacetic trans- 
aminase ; the titre of the former enzyme does not 
rise comparably after myocardial infarction, though 
it does do so when there is parenchymal liver damage. 
The titre of serum lactic dehydrogenase, however, 
may prove to be more helpful in the diagnosis of 
myocardial infarction, because high levels apparently 
persist for longer periods than is the case with the 
serum glutamic oxaloacetic transaminase. Increased 
levels in the serum of aldolase, malic-dehydrogenase, 
have also been found after 


and hexose-isomerase 


myocardial infarction 


COLLEGES NOT CONSULTED BY B.B.C. 
The Postmaster-General, Mr. Marples, on February 
26, made the following reply to a question from Sir 
I. Clark Hutchison about the television programme 
Your Life in Their Hands: 

‘I must emphasize that the B.B.C. is responsible 
for the programme, and not the Postmaster-General. 
As to consulting medical opinion, before the pro- 
gramme, the B.B.C. consulted the Royal College of 
Surgeons, the Royal College of Physicians and the 
College of General Practitioners. After the pro- 
gramme, those three Colleges said that they appre- 
ciated the programme.” 

This is untrue. The President of the Royal College 
of Physicians of London informs us that the matter 
has never been discussed in his College. The Presi- 
dent of the Royal College of Surgeons of England 
informs us that his College has not considered this 
programme and has issued no communication on it 
to the B.B.C. The President of the College of General 
Practitioners likewise tells us that the matter has not 
been considered by his College or been the subject 
of a communication to the B.B.C. Parliament, and 
therefore the press and people, have been grossly 
misled by a statement which is undeniably inaccu- 
rate and still, at the time of going to press, stands 
uncorrected. Where could the information on which 
Mr. Marples’s statement was based have come from 
if not from the B.B.C. ? 

The Lime Grove luncheon of February 4 has turned 
out to be a fertile source of inaccuracies, some of 
which were exposed in a leading article on February 
22. The two senior Colleges were invited to send 
representatives to the luncheon, as was the British 
Medical Journal. But these representatives were not 
empowered by their Colleges to commit the institu- 
tions they represented to any point of view, either for 
or against the projected series. It remains to be 
seen whether any of these Colleges will express a 
view on the television programme Your Life in Their 
Hands. No such had been expressed when 
Mr. Marples made his statement in the House of 
Commons on February 26. That is the important 
And to show how quickly a 


View 


point to establish. 
terminological inexactitude proliferates, the Assistant 
Mr. Kenneth Thompson, on 
February 27, this: “Since the appearance of 
the programmes those Colleges have expressed them- 


Postmaster-General. 
said 


selves as being in approval of the continuation of 
this very series which is now in dispute between the 
right hon. Lady and the B.B.C.” Within 24 hours 
“ appreciation ” had But the 
Colleges have neither appreciated nor approved. Per- 
haps a correction will be made public by the time this 


become “ approval.” 


issue of the Journal appears. 
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BRITISH ANAESTHESIA 


Few medical men are unaware of the very rapid 
idvances that have been and are being made in the 
field of anaesthesia The progress of this branch of 
medicine, from a simple technical procedure to a com- 
plex application of pharmacology and physiology to 
patients about to undergo surgical procedures once 
thought impossible, has been little short of astonishing 
On the international scene, much if not the greater part 
of the credit for this state of affairs belongs to British 


anaesthetists. They deserve credit also, and indeed so 


do their colleagues in other countries too, for bringing 
about these changes in a medical climate not always 
clement for the growth of this specialty. Not only have 
the scientific and technical contributions from British 
anaesthetists been among the most important, but the 
quality and quantity of the anaesthetic services to the 
people of this country is nowhere excelled in the world 

If there are still doubters who view with a little 
chagrin and sometimes alarm the somewhat prominent 
position which anaesthesia and anaesthetists have come 
to occupy on the medical scene, they would do well to 
have a look at the British Medical Bulletin for January, 
1958, which is devoted to anaesthesia Here in this 
international shop window is spread a selection of the 
choicer wares of British anaesthetists. The reader will 
quickly find that anaesthesia no longer consists only of 
the clinical technique in the operating theatre. To this 
has been added a wide clinical knowledge of general 
medicine with which the general health of the patient 
can be assessed and in particular the function of the 
respiratory and cardiovascular systems be determined 
Pharmacological and physiological understanding of the 
effects of the drugs used, and of the way in which these 
ire modified by the special circumstances of the opera- 
tion or of the disease, ensures an element of safety and 
confidence without which much modern surgery would 
be impossible. Some twelve years ago the British 
Council published a similar anaesthetic number of the 
Bulletin, and the difference between the contents of the 
two numbers gives striking illustration of the very broad 
front on which this subject has advanced 

A variety of highly potent drugs are administered in 
the course of an anaesthetic, and some of them come up 
for review in this number of the Bulletin. * Relaxation’ 
is of great clinical importance, and one paper discusses 
not the relaxant drugs themselves, but the similar myo- 
neural blocking effects of the general anaesthetic drugs 
like ether, cyclopr pane ind trichlorethylene Con 
trolled hypotension by the administration of ganglionic- 
slocking and other drugs is now past that heyday when 
only benefits were conferred and few or no contraindi 
cations existed. Most anaesthetists are wiser and many a 


patient sadder as the result of the accumulated experi 


ence of this technique. It is therefore both informative 
ind salutary to read the advantages by an experienced 
idvocate of this method set out alongside the dis 

lvantages by in equally experienced opponent 


Respiratory disturbances during anaesthesia is another 


spearpoint of interest in this field, and anaesthetists show 


their mettle in several articles devoted to these problems 


Carbon-dioxide homoeostas! the treatment of respira 
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tory inadequacy, the physics of rebreathing in anaes- 
thetic systems, and the special problems associated with 
respiration during anaesthesia of newborn infants are 
ill treated in a fashion which will inform not only 
inaesthetists but those in other branches of medicine 
interested in respiratory function and its disturbances. 
Articles on induced hypothermia and on anaesthesia in 
burns are also included ; these are fields in which, as in 
so many others, the international repute of the British 
anaesthetist is high. 

These are but a few of the subjects treated in this 
remarkable yolume—remarkable in the sense that a bare 
twenty or thirty years ago few people would have 
thought it possible that such contributions could come 
from the pens of anaesthetists. The interests of these 
specialists are now wide and few fields of medicine have 
escaped their inquiring attention. Already, for example, 
considerable incursions with important observations are 
being made in the field of electroencephalography, 
while the understanding of diseases like myasthenia 
gravis has been advanced by knowledge deriving from 
inaesthesia The treatment of spino-bulbar _ polio- 
myelitis and of other forms of respiratory insufficiency 
has been revolutionized by anaesthetists, while their 
experience and knowledge of respiratory equipment of 
ill kinds have decisively moulded the design of this type 
of apparatus. They have also helped to attack the 
problem of intractable pain through neurological, 
inatomical, psychological, and pharmacological studies 
These are but a few examples from a long list of contri- 
butions from anaesthesia which have jumped the fence 
The British Medical Bulletin 


reaches every corner of the world. With this anaes- 


into neighbouring fields 


thetic number will go the good wishes of every doc- 
tor in Britain, for it will maintain the high prestige of 
British medicine and in particular of British anaesthesia. 


DANGERS OF IMPORTED EGG 


That eggs may be a source of salmonella infection of 
the food-poisoning type has been recognized for many 
years, though until recent times only the duck egg, 
which may actually contain this type of organism, has 
been seriously suspect A new situation arose during 
the war of 1939-45, when large amounts of spray-dried 
egg powder were imported from the U.S.A., Canada, 
ind South America. This product was apt to be in 
fective owing to contamination from the shell, and, 
when prepared in such a way as to permit multiplication 
in a “mix” before cooking and consumption, caused 
many outbreaks of food-poisoning. Several salmonella 
species never previously found in Britain were so im- 
ported. After the war this trade returned to its former 
channels, and egg in various forms is being imported 
largely from China, but in these forms it is used almost 
exclusively in bakeries and catering establishments and 
not in the home. These products are also contaminated, 


ind for several years past the Public Health Labora- 


torv Service has been examining them on an extensive 
cale. On two previous occasions'* earlier findings 
? pr ne 7.. 1955. 2, 781 
Ibid., 1955, 2, 13! 
/ Bu U Hlth Lab. S 58.17, 36 
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have been discussed in these columns. A report* has 
now appeared embodying all the findings up to date and 
considering the problem as a whole. A new feature is 
that paratyphoid fever as well as salmonella enteritis 
of the food-poisoning type has been traced to this source. 

This report contains detailed particulars of the results 
of examining about 20,000 samples of egg products of 
dilferent kinds, of which the three most important were 
frozen whole egg. imported mainly from China and 
Australia, dried egg from China and Holland, and dried 
or frozen albumen China. Apart from Salm. 
pullorum, which is non-pathogenic for man and was the 


from 


organism most frequently found, the percentage of 
samples of imported frozen whole egg found infected 
were for Australia 5, China 10, and New Zealand 16, 
of samples of frozen eggs from the United 
flaked albu- 
from China, 


these strains 


while 29 


Kingdom were infected. Powdered and 


men, of which 93% of samples came 


contained a salmenella in 19 none ol 
and none from dried eggs (with a contamination rate 
Salm. pullorum, an extraordinary 


of the frequent this 


of 8°.) were fact 


presence ol species in 
human 
com- 


in view 
common 
others 
aherdeen and Salm. typhi- 


frozen whole egg. By far the most 
Salm. 
Salm 


other 


pathogen found was thompson : 
found 
murium Most 


only a few strains or not at all, but Salm. paratyphi B, 


monly were 


species were represented by 
found exclusively in Chinese products, deserves special 


mention These findings are compared in a most 
illuminating table with numbers of cases of salmonella 
enteritis in England and Wales during the period 1952-6. 
There is a fairly close correspondence between the 
numbers of strains of each species isolated from egg 
products and the numbers causing infection in human 
beings. Where this relation is departed from is in the 
relative frequency of human infections due to species 
which have been endemic for many years and are trans- 
mitted in other ways. such as Salm. typhi-murium, Salm 
enteritidis, and Salm On the other hand the 


frequent presence of Salm. thompson in imported egg 


newport. 


is reflected in a high incidence of human infection, and 
this we clearly owe to Chinese and Australian imports 
This species was uncommon during the war, when dried 
America, where in fact Salm. 
It was common before the 


egg was coming trom 
thompson is rarely found. 
war, a fact which was then surprising and unexplained, 
particularly since this species rarely attacks cattle or 
rodents. Pre-war imports of Chinese egg products were 
evidently responsible, though this was unsuspected at 
the time 

Paratyphoid fever is a more prolonged and serious 


than salmonella enteritis, and the presence of 


paratvphi B in Chinese egg products therefore 


disease 
Saln 

Since this species 1s not 
human 


calls for special consideration 


found in poultry, its presence must indicate 


excremental contamination There have recently been 


caused by confec- 
‘cream, and in the in- 
some of Salm. paratyphi B of the 


as that responsible for the outbreak 


many outbreaks of this infection 


tionery containing synthetic 


vestigation of these 
same phage type 
has been recovered from egg products in use at the 


bakery 


But these products are not ingredients of such 


cream, though albumen may be used in the preparation 
of “ meringues, ice-cream, cake fillings, fondant and 
marshmallow,” which, unlike the cakes into which 
frozen eggs chiefly go, are subject to little or no cook- 
ing. The authors of this report offer two explanations 
of the contamination of synthetic cream, which is un- 
questionably the chief vehicle of infection. One is 
the use of utensils for different purposes without inter- 
mediate disinfection, the other that flaked albumen may 
be blown about in the form of dust and thus contami- 
nate anything in the bakery. A slight degree of con- 
tamination is enough, for the cream in a cake is a 
highly favourable medium for subsequent bacterial 
growth. 

This is a very unsatisfactory state of affairs, particu- 
larly in view of the fact that the frequency of human 
salmonella ihfections has more than doubled between 
1950 and 1956. It is easily remediable: egg products 
from Poland, which are pasteurized at source, were con- 
sistently found to be free of infection. Heat treatment 
at a later stage might solve the problem, and this report 
describes an experiment showing, rather surprisingly, 
that even flaked albumen in large cans is rendered non- 
infective about 9 times out of 10 by exposure to only 
130° F. (54° C.) for one week. An alternative which at 
least seems worth considering is simply to prohibit the 
import of these products from certain countries, par- 
ticularly China, until the hygienic conditions of pro- 
duction are improved. We should not starve if this 
were done Imported egg products of all kinds 
accounted for less than 4% of total egg consumption 
in the United Kingdom in 1956, 

FATAL BRAIN DAMAGE 
Many pathologists have experienced the dissatisfaction 
of finding a normal-looking brain at a post-mortem 
examination on a person dying from head injuries who 
showed clinical signs of disordered cerebral function 
oefore death. Two recent papers, of medico-legal as 
well as of clinical importance, have thrown light on the 
type of changes which may be responsible for such dis- 
ordered function, while leaving the brain macroscopi- 
cally normal. Sabina Strich' describes the changes in 
the brains of five patients who survived a closed head 
injury, in a more or less decerebrate and extremely 
demented state, for five to fifteen months. The signifi- 
cant naked-eye changes in the cerebral hemispheres were 
limited to dilatation of the ventricles and a few small 
scattered old haemorrhages or softenings. In each 
case she found on histological examination a diffuse 
degeneration of the white matter characterized by loss 
of nerve fibres and the presence of numerous compound 
granular corpuscles. In her analysis of the pathogenesis 
of the findings Dr. Strich excluded in turn both 
anoxia and oedema. Anoxia, she considers, cannot have 
played a major part because of the absence of the patho- 
logical lesions usually ascribed to anoxia—that is, loss 
of nerve cells from the cerebral cortex, globus pallidus, 
Ammon’s horn and loss of Purkinje cells from the 
cerebellum. Cerebral oedema is often cited as a cause 
of death as well as of various clinical manifestations after 
head injuries, but Dr. Strich does not think it can be held 


and 
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responsible for the diffuse degeneration of the white 
matter in her cases, for three reasons: first, the 
decerebrate rigidity came on instantly after the accident: 
secondly, there was no evidence of raised intracranial 
pressure at any time, and lumbar and intraventricular 
pressures during the first few days after the accident 
were normal; and, finally, compound granular cor- 
puscles were more conspicuous than is to be expected 
in oedematous degeneration of the white matter. She 
believes that mechanical interruption of nerve fibres at 
the time of the injury is the cause both of the disorder 
of function and of the degenerative changes in the white 
matter. In support of her belief she cites the work of 
a physicist,* ° who with the aid of a gelatin “ brain” 
studied the sheer strains, which in his opinion were 
most injurious. R. H. Pudenz and C. H. Sheldon* have 
shown by high-speed cinematography of monkeys 
whose skull caps had been replaced by transparent 
material that gliding and swirling movements of the 
brain do, in fact, occur even after subconcussive blows, 
if the head is free to move 

J. M. Small and A. L. Woolf have described an 
entirely different way in which injury to the head may 
cause fatal damage to the brain and yet leave it macro- 
scopically normal. The single case which they report 
is that of a boy who received an apparently trivial blow 
to the head from a cricket ball. Apart from superficial 
bruising, no effects of the injury were noticed for 24 
hours, when the patient had the first of a series of 
epileptic attacks, the most severe of which occurred after 
a further 24 hours. In this attack, which continued for 
more than half an hour, the respiratory passages became 
bubbly and the patient cyanosed. Later he became 
inconscious and died four days after the injury. Ventri 
cular puncture had shown the brain to be under normal 
yr low pressure, and at necropsy naked-eye changes 


were confined to a little shrinkage of the white matter 


of one frontal lobe and a cleft-like cavity at the junction 
of cortex and white matter of one superior parietal con- 
volution. Nevertheless histological examination showed 
that there was severe, and in parts total, loss of nerve 
cells from almost the whole of the cortex of one cerebral 


hemisphere as well as from various other sites character- 


stically affected in anoxia. The supporting tissue was 
unaffected and the microglia showed intense hyperplasia. 
Small and Woolf believe these changes to have been the 


result of the epileptic attacks and especially the attack 
of status epilepticus on the second night after the injury. 
They refer to W. Scholz’s® classic studies on post- 
pileptic brain damage, and mention a case similar to 
their own, but surviving many months, in which Scholz 
found changes in the brain resembling those reported by 
Meyer and his co-workers’ in a patient with Still’s dis- 
ease who survived for many months in a demented state 
after status epilepticus. In Scholz’s case, however, the 
hanges were unilateral—that is, hemiatrophy 


Chalik 


ind may 


Sir Ss a. J “r ure. P , 156.19 f 

Hol A. H.S., Lance 143,2,4 

. F B 945, 3, 147 
* Pudenz. R. H., and Sheldon, C. H.. J “rosur 1946. 3. 487 
* Small, J. M., a X I / Neurosurg. Psych 157, 20 

29 

*s z,W die h gur Gehirns, 1951, Be 

Meyer, A.. Beck ephe M..J r 7 } 
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be regarded as the end stage to which Small and Woolf's 
case would have progressed if the patient had survived 
longer. Having discussed the possible mechanisms by 
which the brain may be damaged by epileptic con- 
vulsions, Small and Woolf stress the dangers of anoxia 
developing during status epilepticus, especially in 
childhood 

Thus there are two ways in which injury may cause 
damage to the brain, fatal after days, weeks, or even 
months: first, mechanical disruption of axons at the 
moment of impact, and, secondly, anoxic damage from 
respiratory obstruction during status epilepticus pre- 
cipitated by a head injury which may have appeared 
quite trivial. In both, the brain may appear normal to 
the naked eve, and full neurohistological studies are 
required for their recognition 


ADVERTISING PROPRIETARY MEDICINES 


To advertise (except in professional journals) remedies 
for the treatment or prevention of venereal diseases, 
cancer, Bright's disease, cataract, diabetes, epilepsy, fits, 
glaucoma, locomotor ataxy, paralysis, and tuberculosis 
is a statutory offence, and so is the publication of any 
advertisement suggesting that the use of a product might 
cause abortion. This leaves a wide field in which manu 
facturers of proprietary remedies can legally use their 
ingenuity in marketing their wares. Fortunately public 
opinion is in advance of the law, and for the past ten 
years or so the advertising of remedies in the great 
majority of newspapers and periodicals has been 
governed by a code of standards voluntarily agreed 
between manufacturers, newspaper owners, and adver- 
tising associations. The Independent Television Author- 
itv is also a party to the agreement A fourth edition 
of the code' has just been published and it sets out 
clearly and fairly the general princivles which should 
guide those who draw up advertisements and those who 
publish them in their newspapers and periodicals Foi 
instance, claims to “cure,” offers to provide remedies 
for illnesses properly requiring medical attention (58 dis 
orders are listed), misleading or exaggerated claims, and 
ippeals to fear should all be barred Many other 
specific points are dealt with in the code, which does 
not differ greatly from the third edition published four 
vears ago. “ Baldness” has now been taken out of the 
list of disorders for which treatments may not be adver- 
tised: but advertisements should not claim more for the 
remedy than arresting the loss of hair. though “* claims 
to restore lost hair may be permitted provided that they 
refer only to cases of temporary baldness.” 

The existence of the British code of standards does 
not mean that every proprietary remedy will be adver- 
tised only in terms of which doctors can approve. But 
it is to the credit of the organizations which subscribe 
to the code that harmful and misleading advertisements 
ire now much less often seen than formerly, Though 
not perfect, the code performs a useful service in help- 
ing to prevent irresponsible manufacturers from batten- 
ing on the pains ind fears of a medicine-conscious 


population 


The Advertising of Medicines ar Treatment British Code of Standard 
Fourth edition, January, 19 
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THE EFFECTIVENESS OF ROUTINE 
EXAMINATION OF SCHOOLCHILDREN 


BY 
J. A. H. LEE, M.D., B.Sc., D.P.H. 
From the Social Medicine Research Unit of the Medical 


Research Counci 


London Hospital 


Most children are medically examined at least three 
times during their school life. This is a matter of 
routine, whether they are ill or not. The examinations, 
known as the “ periodic medical inspections.” are made 
by the School Health Service. Further, under the system 
of compulsory national service which has been in force 
since 1939, a large proportion of boys aged 18 are medi- 
cally examined to determine their fitness for service with 
the armed Forces. Ihe rejection rate because of 
physical and mental defects is about one in five. In 
view of this, it seemed interesting to try to relate the 
findings of these pre-service examinations to those of the 
school doctors, who usually make their last examina- 
tion between three and four years earlier. 

There was available from another study (Lee, 1957) 
copies of the records of a series of these medical exami- 
nations made before national service, and a group of 
were matched with the records of the School 
Health Service dealing with the same individuals. It 
was at once clear that there were few important defects 
recorded by the school doctors that were not also noted 
at the pre-service examination. But there were many 
defects leading to rejection that were not mentioned on 
the records of the School Health Service. This dis- 
agreement was not limited to defects that might have 
been expected to arise for the first time between the 
medical examinations of school leavers—mostly during 
the fifteenth year—and the medical examinations before 
national service —mostly during the early months of the 
nineteenth year 


these 


The findings of this pilot inquiry raised questions 
about the effectiveness of the periodic medical inspec- 
tions as a means for the detection of important disease 
in schoolchildren. After consultation with the Ministry 
of Education, which is the central department respon- 
sible for the School Health Service in England and 
Wales, a further inquiry on similar lines and on a larger 
scale was undertaken The number of men who are 
accepted for national service and then found to have 
serious defects is very low (Brit. med. J., 1956), and as 
there was thus no reason to believe that many defects 
were missed at the pre-service examinations, the further 
were limited to who 
service on medical grounds 


studies those were rejected for 


School Medical Records of Men Rejected for National 
Service in 1953-4 
From the National 


there were available copies of the records of a representative 


original studies ol Service recruits 


sample numbering 7,416 men, of whom 1,358 had been 
found to be unfit Ihe school medical records of these 
unfit men were sought from the appropriate local 


those few 


Sc hools 


authorities, only being ignored who had been to 
private schools or outside Britain The school 
medical records of 450 of these 1,358 men were eventually 
obtained. This appears to be a very poor result. However, 
it should be that nearly all the that could 


noted records 
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not be traced belonged to authorities which, because of 
storage difficulties, destroyed all their records quite soon 
after the boys left school, In fact, the distribution of 
causes of rejection among the records that were satis- 
factorily paired off was similar to that among those which 
were not. There is no evidence that this loss of data from 
the comparison was selective in a way that would affect the 
result. 

450 men suffered from 477 defects that caused 
Of these 477 defects present at the age of 18 or a 
little older, 238 (50°) were recorded at some time on the 
school medical records. An analysis of these defects by 
some of the more important causes is given in the Table. 


These 


rejection. 


Number of Defects Causing Rejection for Service and Number 
and Percentage Noted on School Medical Records 


National Service Men*® | R.A.F. Boys 


Defects Noted Defects Noted 





Type of Defect No on School No. on School 
of Medical Records of Medical Records 

Defects Defects - 

No. ¥ No “ 

Defect of vision 45 37 82 88 88 100 

Chronic otitis media 75 38 55 16 

Asthma 29 16 6 6 | 

Skin conditions 17 3 47 15 aa 43 

Nocturnal enuresis 15 2 2 3 2{ s 
Cardiac defects 28 16 7 4] 
Other defects 268 | 126 44 23) 

All types of defect 477 238 50 218 144 66 


* Throughout this study men examined before national service have been 
referred to as National Service men, although rejected. Similarly, boys 
examined for boy entry to the R.A.F. were referred to as R.A.F. boys, although 
rejected. 


[he proportion of defects noted varied widely from condi- 
tion to condition. Thus very few men rejected because of 
defective vision had school records showing normal eyesight, 
while at the other extreme. as might be expected, very few 
of the men rejected because of tuberculosis had records of 
this on their school documents 


School Medical Records of Boys Rejected by the 
Royal Air Force in 1955-6 


In addition to adults, the Services also recruit boys soon 
school for training as technicians in the 

These boys are medically examined 
before acceptance. As these examinations are much closer 
to the final periodic medical inspections of the School 
Health Service a comparison between them would be in- 
teresting in view of the discrepancies found between the 
examinations before national and the school 
If the interval between school-leaving and national 
abrupt but so far 
defects in 
pre-service 


after leaving 


Regular forces also 


service 
ones 
service is a period when there is an 
increase in the prevalence of 
agreement between and 
examination should become closer as they become nearer in 
time A comparison between the pre-service examinations 
of such boys with the periodic medical inspections has the 
further advantage that the boys are volunteers who want to 
make the Service their careers There would thus be little 
likelihood of their making the most of trivial defects as 
some National Service men might 


unrecognized 


males, the school 


The records of a sample of 247 boys who had volunteered 
for Boy Service with the R.A.F., and been rejected, were 
obtained through the courtesy of the Air Ministry. and 
the corresponding school medical records were ob 
tained for 210 of them. This represented a loss of 15 
compared with the 65 of the records of National 
Service men. Again, the distribution of defects among those 
records that were not matched with the school documents 
was closely similar to that among those that were. The 210 
boys suffered from 218 defects that caused rejection. The 
proportion of school records that had on them a mention of 
the cause of rejection was 66% (see Table). This proportion 
is higher than in the National Service men (see above), where 


loss 
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it was 50%. This improvement was due to the greater 
proportion of the volunteer R.A.F. boys who were rejected 
because of defects of vision. These have been regarded as 


noted on the school records if any departure from the normal 
was recorded, because of the possibilities of rapid change of 
visual acuity at this age. When this convention is used, the 
agreement between the pre-service examinations and periodic 
medical inspections is almost complete.* If the defects of 
vision are removed from both series (see Table), the propor- 
tion of defects causing rejection that were noted on the 
school records becomes for the R.A.F. boys 43°, and the 
corresponding figure for the National Service men 47 

The average interval between the medical examination of 
these boys by the R.A.F. and the last recorded periodic 
medical inspection of the School Health Service was 20 
months. This period was greater in some boys because there 
was no record of their being examined as “ schoo] leavers ” 
by the School Health Service. If the 25 boys who had no 
record of being seen by a school doctor after their thirteenth 
birthday are excluded, the average interval between the 
examinations falls to 16 months, while the proportion of 
defects other than those of vision noted on the school 
medical records of these boys remains at 42%.T 

As the R.A. boys had selected themselves for the 
examinaticn by volunteering for the Service, the distribution 
of defects among them was different from that among 
National Service men Thus there were fewer cases of 
asthma, enuresis, cardiac defects, or low intelligence, 
although there were proportionately more cases of eye 
defects and chronic otitis media. Of the 55 boys rejected 
because of chronic otitis media, 16 had the condition noted 
on their school medical records. The R.A.F. standards are 
higher than those for national service, but of the 16 cases 
that were active at the time of the pre-service examination 
only 6 were recorded by school doctors. Of 10 rejections 
because of other E.N.T. conditions, such as deafness due to 
other causes or chronic sinusitis, 2 were noted on the school 
medical records. As with the National Service men, the 
proportion of skin defects noted on the school records was 
not high. There were six asthmatics in the R.A.F. sample 
ind all of them were noted by school doctors, as were twe 
out of the three enuretics 


Cardiac Defects 


Cardiac defects are particularly interesting because of 


their importance to the individual ; because of the access! 
bility of some to surgery ; and because the examination of 
the chest by hand and eve and with a stethoscope ts part of 
most “ periodic medical inspections.” All of the boys re- 
jected because of cardiac defects had signs that were found 
by non-specialist doctors, and all were subsequently con- 
firmed by a consultant Thus even those defects of small 
immediate consequence can be used as indicators of the 
effectiveness of the “ periodic medical inspections” which 
the boy had undergone Of course, not all the possible 
cardiac defects referred to consultants from the initial R.A.I 


examination were confirmed 


Of the 28 Nation il Service men who were rejected because 
f cardiac lesions, 12 had no note of the condition on thet 
school medical records Four of the lesions not noted were 
described as congenital in origin The following records are 
illustrative In the second one, and in all the subsequent 
ones. the quotations are from the reports of consultants to 
whom the men were referred at the pre-service examination 
*Here the jong interval between th chool examination and 
tha efo national service is important, as seven of the men 
ted because of defective vision without anything being noted 
on the school records had either lost an eye by trauma or suffered 
fron horoiditis 
tIn th studies | of the National Service men and 12 
of the R.A-F. boys had no record of being examined by a school 
doctor after their thirteenth birthday. Curiously, this apparent 
omission made little difference to the proportion of defects 


liagnosed 
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1. As a pre-school child he was in hospital for one year with 
rheumatism. In a letter from the authority it was stated that 
“he was examined at the routine medical inspection in March, 
1949 (that is, aged 13 years and 5 months), and there is nothing 
on the card to indicate that the boy was not a normal boy.” 
Subsequently, while still at school, he was discovered by his 
family doctor to have “ severe morbus cordis.”” At the time of 
his examination before national service he suffered from severe 
iortic valvular disease, with an apical diastolic bruit and 
Corrigan’s pulse 

2. “ Heart enlarged to sixth space; systolic and diastolic bruit 
at base; aortic sounds almost absent E.C.G. right axis shift 
Congenital heart." This man was seen by a school doctor at four 
periodic medical inspections, the last at the age of 14 years 
months. At this he was passed fit for any kind of work. At no 
time was there any note of any cardiac abnormality. The school 
ind National Service records agree on name and date of birth 
and give addresses in the same small village. 

In the sample of R.A.F. boys, seven were rejected because 
of cardiac defects. On the school medical records three had 
no lesion noted. The information on the clinical condition 
is more detailed for the R.A.F. boys than it is for the 
National Service men. This infermation for the three whose 
condition was not noted is given below. 


3. “ Systolic thrill at aortic area. Loud systolic murmur at 
aortic area. B.P. 130/80. No history of rheumatic fever. | 
think he has aortic stenosis. It is difficult to be absolutely 
certain The B.P. is against a coarctauion on There is no note of 
this lesion on his school cards, but according to the record he 
was last examined in 1951, at the age of 11 years 4 months. The 
R.A.F. examination took place at the age of 15 years 6 months 
The R.A.F. and school records agree on name, school. and year 
of birth 

4. “ Grade 3 systolic murmur is maximal at pulmonary base 
More marked when lying down and in full expiration. The cause 
of his systolic murmur is obscure, but in view of its intensity | 
think it is of significance.’ The boy underwent three periodic 
medical inspections, the last at the age of 13 years 8 months 
22 months before the R.A.F. examination. There was no men- 
tion of any cardiac abnormality on the school medical records 
The R.A.F. and school records agree on name, school, and year 
of birth 

5. “Exercise pulsation neck—collateral arteries palpable and 
can be seen between shoulder-blades. Absent arterial pulsation 
lower limbs. Loud long systolic murmur, maximal left upper 
sternum—left shoulder and back. No diastolic element. Heart 
screening. Left ventricle slightly prominent. Abnormally small 
iortic knuckle. This boy has coarctation of the aorta.” The boy 
was medically examined four times in the course of his school 
career, the last time at the age of 15, 14 months before the R.A.} 
examination. There was no note of any cardiac lesion on the 
school medical records The R.A.I ind school records agree on 
name, school, and year of birth 

In order to obtain more information about the diagnosis 
of cardiac lesions at the school periodic medical inspections 
the records of boys rejected for this reason were extracted 
from yet a further series of pre-service R.A.F. examinations 
There were six boys with cardiac defects in this series, and 
three had no note of the condition on their school medical 
documents The details of these are given below. 

6 There is a blowing systolic murmur at the base, and a 
blowing diastolic murmur over the second and third left inter- 
Probably rheumatic, although patent ductus is not ex 


pa 
pace 


cluded.” This boy was examined twice during his school career 
he last time at the age of 8. The R.A.F. examination was at the 
ige of 1S There was no not of a cardiac defect on the school 
medical records. The R.A.F. and school records agree on nai 


ind year of birth. There is no note on the school medical record 
of the name of the last school 

7. “Heart not enlarged clinically Mitral systolic murn 
more marked in full expiration. A localized low-pitched diastolic 
murmur is present in the mitral area also. Screening shows 
normal cardiac outline. I think he has an early mitral stenosis 
This boy was examined twice during his school career, the last 
time at the age of 15, six months before the R.A.F. examination 
There was no note of a cardiac abnormality. The R.A.F. and 
school records agree on name, school, and year of birth 
8. “Heart sounds—1 and 2 normal. In addition there is a 
third heart sound in mid-diastole. There is a loud blowing 
systolic murmur audible all over the praccordium, and a mid- 
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diastolic murmur locally audible after 
Suggestive of rheumatic cardiac disease.” 


exercise at the apex 
This boy was examined 
four times, the last time at the age of 14 years 2 months, 2 years 
ind 10 months before the R.A.F. examination. There was no 
note of cardiac abnormality The R.A.F. and school records 
agree on name, year of birth, and town. The name of the school 
is not given by the R.A.f 


Discussion 
In the comparisons between the recorded findings of the 
examinations of men before entry into the Services and the 
recorded findings of the School Health Service it has been 
found that little more than half the defects that caused 
were mentioned on the school 
types of 


rejection medical records. 
While for for example, defective 
there was good agreement that some variation from 
the normal existed, for others—for example, chronic otitis 
Some of the defects that caused 
as congenital defects of the heart, had been 
present since birth, and some, like nocturnal enuresis, had 
probably been present for many years. The proportion of 
these noted on the school medical records was no higher than 
that of other types of defect, such as chronic otitis media, 
that could have developed for the first time between the two 
examinations. However, if the development of new defects 
two examinations did account for a large 
proportion of the discrepancies, there would have to be a 
very great increase in the prevalence of, for example, chronic 
otitis media in the months after school-leaving 


some defect 


vision 


media— there was not 


rejection, such 


hbetween the 


Following the communication of the results to them, the 
Ministry of Education made into the 
periodic medical inspections.” 


a “ Special Inquiry ” 


diagnosis ol defects at the 


This was limited to otitis media and to school-leavers. The 
results have not yet been published in detail, but in three 
county boroughs it was found that about 1 of school 
ivers had active otitis media (Henderson, 1957) The 
figures for children of all ages in these towns before the 
Special Inquiry was about 0.4 ind the national average 
is 0.3 (Ministry of Education, 1957) [he prevaience olf 
the disease is lower in older children (L.C.¢ 1955), so that 
the figures from the Special Inquiry should be lower than 
the ones for all ages if the methods of case-finding were 
qually effective Thus the special examination in these 
three towns resulted in between two and three times as many 
causes being found as ordinarils There is no evidence that 
the position in these three areas is in any way unusual 
There are very large differences between the prevalences 
of disease among schoolchildren reported to the Ministry 
of Education by different local authorities. Thus in a series 
f county boroughs whose records had been collected for 


nother purpose the number of children reported as having 


~t 
ictive otitis media ranged from 0.4 to 9.8 per 1,000. The 
le > . Py ; . “e 
¢ revale tit! edk OC rom ace < 
I | prevaience f oulis n lia does Va fron pla to pl ice 
Lee, 1957), but a factor of 24 in a small series not selected 


with this in mind is difficult to relate wholly to variations 
to legitimate differences in interpretation 
variations have recently 
fifteen-fold) ones for 


in the disease o 
Similar thirty-fold 
for squint, and 


(Henderson, 1957 


been reported 
cardiac defects 

It has been po tulated that a large part of the d screpancies 
observed in the comparisons between pre-service examina 
inspections are due to defects 


tions and periodic medical 


being recorded by school doctors on loose slips of paper 
vhict ire subsequently lost When the records of the 
R.A.F. boys were asked for, a special request was made that 
they should be complete This did not substantially alter 


the findings. If the average standard of record-keeping is 
such that a 
Studies were in fact produced in this way, 
for the children are iikely to matter as much as if they were 
the results of any other type of flaw in the system. It has 


also been postulated that these discrepancies are the result 


najor part of the discrepancies found in these 


the consequences 


of the carelessness of a few doctors Ihe records used refer 
f examinations made in nearly every area 


nd this seems an unlikely explanation 


to large numbers 


ol the country 
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Similarly, “ observer error” as usually understood does 
not seem likely to be an important source of these dis- 
crepanciés. The conditions under which the pre-service 
examinations and the examinations of the Ministry’s Special 
Inquiry were made were all more advantageous than those 
usually present when periodic medical inspections are made. 
These advantages do not invalidate the comparisons, for if 
the periodic medical inspections did in fact lead to the 
discovery of a high proportion of the important defects that 
the children suffered from, there would be few discrepancies, 
however elaborate the other examination 

Studies of the working of the School Health Service's 
system of periodic medical inspections are relevant to the 
general problems of the use of routine medical examina- 
tions. They touch on some aspects of the wider 
problem of the assessment of the quality of medical care 
(Morris, 1957). In the routine medical examination the 
usual links between doctor and sick patient are not present, 
or at least are highly modified. There are indications from 
the comparisons that have been made that the diagnosis at 
the periodic medical inspections of some conditions where 
the history is important is not very [his appears 
to apply to some cases of asthma, to epilepsy, and to 
enuresis. It is apparently confirmed by the difference that 
between the proportion of children known to the 
School Health Service to suffer from epilepsy (1.2 per 1,000) 
(Henderson, 1953) and the proportion of young men rejected 
for military service because of this (5.4 per 1.000) (Ledeboer, 
1949 ; Ministry of Labour and National Service, 1954; Lee, 
1955). The contrast is even greater between the 1.6 per 
1.000 children found by the School Health Service to need 
help because of problems of ~ psychological stability ” 
(Ministry of Education. 1956) and the 80 per 1,000 found by 
the surveys of the official Committee on the Maladjusted 
Child (Ministry of Education, 1955), 


also 


reliable. 


exists 


Routine medical examinations do not provide the same 
satisfactions to many doctors that therapeutic work does, 
and it Is possible that these examinations can only be made 
limited time. The Ministry's Special 
Inquiry suggests that this may be a real problem. In this 
changed from their previous practice of 
examining with an auriscope only those children with sug- 
gestive histories to examining them all with this instrument 
Many found, and this improvement has 
been confidently ascribed to the change in technique. How- 
ever, in other centres where all children have been examined 
in this way for years. the number of cases found is not fat 
from the national average. It thus possible that 
the stimulus of taking part in the Inquiry was 
important. 


with full efficiency for 


doctors ove! 


more cases Were 


seems 


Special 


making them with 
comparative 
failure than does the ordinary practice of clinical medicine. 
It ts thus difficult to design a system of routine examinations 
unless special studies of the problem are made. It is even 
more difficult to keep such a system closely adapted to a 
rapidiy altering situation without them. It is necessary to 
have reasonably accurate information about the present, and 
likely distribution of the defects that the examina- 
tions are designed to detect; and good evidence that the 
examinations actually performed, detect a high 
proportion of them Neither of these conditions is met by 
the mere existence of a system of routine examinations, and 
neither has been fulfilled for the system of periodic medical 
inspections of the School Health Service. Routine medical 
examinations may be the best answer to a health problem, 
but they do require careful planning and evaluation, 


Routine examinations provide those 


nuch less information about their success or 


future, 


will, as 


No adequate studies have been made to establish the facts 
of the situation at the present time. There is extremely little 
information about the number of important defects that 
exist in the child population to-day, undiagnosed by other 
neans. and no direct studies have been made of the propor- 
these that can be detected by present-day school 
doctors working under present conditions. It is appropriate 


tron ol 





compare the information available about the place ol 
ese eXaminations, and their effectiveness, with that avail 
ible about two other topics of comparable importance to 


health of children—the effectiveness of whooping-cough 
accine (Medical Research Council, 1951) and poliomye itis 


iccine Poliomyelitis Vaccine Evaluation Center 19SS 
Medic Research Council, 1957) 
Summary 


Only about 60% of the medical defects that cause the 
rejection of young men for military service are recorded 
mm the documents of the School Health Service. This 
proportion is largely independent of the interval between 
the examinations at school and the pre-service examina 


tions, and the discrepancies between the records are not 


limited to defects that might have developed in this 

terval. There is little information available about the 
effectiveness of the “ periodic medical inspections” of 
the School Health Service, and there is need for thet 


reassessmen 
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Programme of Research 


In its latest quarterly report* the Rockefeller Foundation 
discusses its programme of virus research. Work is being 
concentrated on viruses carried by arthropods Most of 
these viruses, states the report, fall into two well-defined 
groups, known as A and B. All the members of group B 
the group most intensively studied, have some relationship 


the 
to each other, and within the group there are families of very 
closely related viruses The new Kyasanur Forest virus 


from India, for instance, is chemically so like the viruses 
which cause Russian Spring-Summer encephalitis and Omsk 
haemorrhagic fever that only the most delicate tests will 
differentiate them: the virus of Japanese B encephalitis 
which is encountered periodically in California. and West 


Nile fever virus belong to another such complex These 
close relationships assist in the rapid identification of un 
known viruses, for representative group-B viruses can be 
used to test in a single operation whether an unknown virus 
belongs to the group or not They also pose interesting 
epidemiological questions For instance. a man in the 


Amazon basin who recovers from an attack of Ilhéus virus 
fever develops antibodies which give him a fairly high 
degree of immunity to West Nile virus. a virus he is most 
unlikely to encounte There ts also the curious fact that 
yellow fever has never spread to Egypt, the Middle East, o1 
the Far East. Perhaps this may be due to some immunity 
by infections with milder relatives of the yellow 


fever virus, the report suggests 

All the Foundation’s field laboratories conduct systematic 
nd widespread antibody surveys to gather data for the 
solution of these epidemiological puzzles Their profes 
sional and technical teams are always ready to investigate 
outbreaks of fever-like diseases among humans or animals 


Africa last spring. for example, th 


in their areas. In Sout 
prompt response to reports of a strange Sease among sheep 

the Middelburg region of Cape Province resulted in the 
solation and identification of a new group-A virus and in 


the formulation of control measures for the future 


The Virus Laboratories 


Ihe work ot the five field laboratories is co-ordinated and 
omplemented by that of the central laboratory in New 
York To it field tsolations and specimens are sent fo 
definitive study The central staff devote a good deal of 
time to improving the methods and technique for handling 
specimens in the field laboratories, but their main interests 

e the relationships among the arthropod-borne viruses as 
1 group and basic scientific studies concerning their nature 


ind functioning The field stations are all conducted co- 
yperatively by the Foundation and local government o 
research agencies. The virus research centre in Poona func 


tions as a unit of the Indian Council of Medical Research 
ind it is financed jointly by the IL.C.M.R.. the Rockefelle: 
Foundation, and t 1 certain extent by the government of 
Bombay State. In Johannesburg the South African Institute 


Medical Research and the Council for Scientific and 


industrial Research co-operate in contributing to the budget 
personne! and operating expenses, while the Poliomyelitis 
Research Foundation provides laborato space, services 
ind Tt ntenance In Braz tl virus laboratory is col 
icted in co-operation with the Ministry of Health The 
ind and laboratory buildings of the Trinidad regional virus 
tory in Port-of-Spain are provided by the Government 
[Trinidad and Tobago. which with the Colonial Develop 
nt and Welfare Fund also pays most of the salaries of 
e local personnel. In Berkeley. California Foundatior 
taff member handles special studies on insect-borne viruses 
in itory space provided by the State of California 


Ihe Rockefeller Foundation also collaborates informall\ 
th other virus laboratories in Nigeria. Uganda. Israel 


*R Foundation Grants. 1987.8 No 4 
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Correspondence 


CORRESPONDENCE 





Because of heavy correspondents are 


wh ! to keep their letters short. 


pressure on Our Space 


Felevision Casualties 

time shortly after 10 p.m. on Tuesday, 
February 25. On the television the pericardium had been 
closed, and the patient lifted from the table. The ubiquitous 
nedical gentleman in the white coat had told us that next 
the problems of the would be 


Sir,- The was 


general 


week practitone!l 
dealt with, and now, in the news, we were hearing of wide- 
spread snow, chaos on the roads, the worst conditions fo 
10 years 
The telephone rang The patient was collapsed in a 
chair, clammy, ashen-grey, corpse-like. The corpse spoke 
I'm sorry they sent for you, Docto I know what it is, 


blood and that. and I was watching television 


anything more 


I « in’t stand 
id I don’t 


remember 


Perhaps the B.B.C., in their search for reality, would 
care to include this episode next week It is true I am 
Hertf J. HOTsSON 
Si During the recent television programme showing a 
n of a mit valvotor remark was made in the 
esidents’ mess of the hospital to the effect that it would be 

resting to find how many people fainted when 
watching the film Within a minutes of completion of 
re filn man appeared in the casualty department with 
ceration of his forehead. with the history of having fallen 
t his chair when he fainted watching the film of the heart 


peration. | wonder if other hospitals had the same expe 


c I am, etc 

I 1 

( ft L. T. TorwertH Evans 
Sir, —On the evening of Tuesday, February 25, when the 
snow froze, our casualty department began to fill with people 
vho had fallen and slipped. When an ambulance brought 

¢ more casualty, | was informed, Head injury—not 
nconscious,” and assumed him to be another of the ice’s 
victims until | spoke with him Then | learnt that while 
watching a mitral valvotomy on television he had fainted 

his scalp, and been knocked out for some time. He 


24 hours and will probably not 
that 


had to stay in hospital fo 
watch any more programmes in series I am, etc., 


GsEOREFREY C HAMBERLAIN 


I jon, N.W 
Sir.——-On Tuesday night (February 25) 1 got an urgent call 
10 p.m. to go te a patient who had “ passed out.” After 
some miles over roads covered with frost and snow, | found 
gentleman who, while watching a cardiac operation on 
r.V.. had gone over in a deep faint. He had more or less 
ecovered by the time I got to his house We much 
iligned G.P.s can now add yet another potential cause of 
necessary calls after dark l am. ete 
Bnenesch Northnmnhes ' I \. WeLSH 
Disease Education by the B.B.C. 
Sit DD ( M. Fletcher and others seem to believe that 
these television programmes contribute to public education 
ibling the viewing public to understand the working 
of their bodies in disease and presumably, though not yet 
Obviously, in health This may be a laudable object, but 
iltogether too naive to imagine that any worth-while 
teps towards its achievement can be taken in even 13 such 


programmes, when we know that it takes five to siX years 
of full-time study for young men and women to reach even 
the odest level of knowledge needed to satisfy the licens 
ng bodies Ihe information offered to the public by the 
stinguished. allegedly anonymous, and unhappily ove 
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produced team in Birmingham on Tuesday, February 25 
compressed into 30 minutes (mitral valvotomy in seven 
minutes !), takes hours of patient work to pack into the 
heads of medical students 

As for reassuring the public on the standard and amount 
of care given to the hospital patient, all this programme did 
in that direction was to show that the doctors were friendly, 
courteous, and presumably skilful, and that a_ certain 
amount of quite incomprehensible machinery was brought 
into The showing of the operation itself served no 
purpose that I can regard as useful. It was implied 
that mitral valvotomy is completed, from the intravenous 
anaesthetic to the patient’s first post-operative exclamations 
of joy, in seven minutes flat, a very false and hence un 
desirable impression to create. It was obvious that the 
operation was shown less for any educative value it could 
have than for its dramatic impact. The B.B.C.’s television 
planners, producers, and medical advisers presumably think 
this kind of drama is a good thing to heighten audience 
appeal. J, and I think Sir, hold this form of drama 
to be quite deplorable whatever it may do to the nerves, 
stomachs, and vasomotor control of case-hardened men like 
This is the sensationalism which some doctors 
re finding repugnant. Of course there is a public demand 
for this sort of thing. It does not become a good thing just 
for that reason. There is a great public demand for porno- 
but it is held to be undesirable in the public 


use. 


you, 


ournalists 


graphy also 


interest that this demand should be satisfied by public 
organizations like the B.B.C 
I believe that the _ professional relationship between 
doctor (dare I write even a surgeon ?) and his patient 


should be as private a 
shared with the public 


matter as possible, one not to be 
[he privacy of the surgical insult 
to a human body, a consenting one, should be invio 
lable and should never be made the basis of a Roman 
holiday for the titillation of the public’s demand for thrills 


even 


The time. ingenuity, and skill devoted to these falsely 
dramatic programmes on disease could be put to much 
better use if directed to true health education. (Perhaps | 


should point out that I am expressing these views as a physi- 
cian and not as chairman of the Journal Committee.)}—I 
im, etc., 


Béinturah J. G. M. Hamilton 


disease education by television 
February 15, p. 388. and February 22, p. 449) 
“ be applauded by the majority of experienced practi- 
tioners. but I would like to one or two points not 
discussed in your leading articles or the letters of Drs. John 
I and C. M. Fletcher (Journal, February 22, p. 456) 
Firstly, I think that these programmes tend to undermine 
the personal authority and confidence which the public feel 
for, and have a right to expect from, general practitioners 
and consultants For the B.B.C to take on the responsi- 
bility of educating the public about disease from the doctor 
is a grave The “experts” employed by the 
B.B.¢ and no one knows how they are selected—are onl\ 
too willing and their skill, albeit un 
selected and empowered authorities 
on their own One cannot expect the 
public to regard them as other than infallible, yet at the 
same time we must continue to support the prime authorit 


SIR Your stand 


against 


Journal 


raise 


step indeed 


eager to advertise 
; 
wittingly, as specially 


subjects viewing 


of the general practitioner as the front-line adviser on 
health and disease to every individual person if we want 
his status to continue as in the past and the standard otf 
new recruits to our protession 

Secondly, I regret to say that the publicity campaign 
started by the B.B.C. has already led to a great deal ot 
medical advertising which is contrary both to the customs 
of the profession and to the regulations of the G.M.¢ 


Though the authorities selected by the B.B.¢ genuinely 
desire to remain anonymous their anonvmily S$ not in tact 
maintained thei and mannerisms are quite 


well known to unqualified students, other lay workers, and 


may 


because faces 


: , ’ ] TO r ’ TY . r 
patients attending hospitals where programmes are co 
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ducted. Moreover, medical education of the general public 
by television has opened up a new question—that of hospital 


idvertising by television. By this I mean that a certain 
hospital may get undue publicity for skill in a certain speci 
ilty, and the staff of that hospital are only too keen to raise 


the popularity of their hospital in this way ; though this is 
quite a natural and well-meant expression of loyalty and 
affection, nevertheless there results from this personal pub 
licity to individuals equivalent to professional advertisement 
which is contrary to the interests of the individuals con 
cerned and to that of the profession Most of these doctors 
ire too well known to be dependent on this for their liveli 
hoods 

Third even the lay public are expressing criticism of 
the profession for taking part in these programmes, and 
many well-educated people, medical and non-medical, be 
eve that it will lead to an enormous increase in the 


neurosis among television “ addicts,” including millions of 


young children The profession is unfortunately already 

receiving unjustified criticism from the laity through the 
nisguided actions of a few of its members I am, etc 
Windsor Poitip H. WILLCOX 


Sir.—I would like congratulate you on your balanced 
and excellent leading articles on “ Disease Education by the 
B.B.C.” in the February 15 (p. 388) and February 22 (p. 449) 
issues of the Jour? However excellent the motives of the 
B.B.C. and the medical people concerned, I firmly believe 
that they are going the wrong way about it. In my opinion 
t is an unhealthy form of public entertainment and a wa 
of pandering to the morbid curiosity of the few. The public 


need education in health and prevention of disease [here ts 
lso the question of the sanctity of the individual's body 
whicl these materialistic davs seems to have been fo 


gotten or brusquely pushed aside. It is, however, reassuring 


to know that at least one eminent authority, Professor Moi: 


f Leeds, has stressed the quite horrifying effect that te 
‘ yi . ns nay f ne th t ] | 
d 
1 agree wholehearted vith ir sound ¢ sens 
ind suggest that the B.B.C. cut out the televising of 
pe Ss t public and so th tne j i ful s 
i of ed rs { pers il nd p 
‘ he ind j la C 
R \ MIACK rAti Ross 
SIR | ive cec € | 1c f Ss i us S 
th ecent television prog Your Lif eS 2 ’ 
Har I think it of nonsense. f | n th 
i gawifl need this itment a 
1 ind eC uragemel 
itu I could s hing 1 to offend ar ne nd | 
thos doctors who have x sed dissatisfac 
ed g Or than good. What es it matte 
loes b A ids and ds urotics, if ott 
.) co 5 \ ca t | ! 
Lfar vw. E ex W N Re ~;OoTrH 
Sir I most strongly disagree with vour unjustified tirade 
gainst th television programme Your Life n Their 
Han Journal, } i 15, p. 388) It is astonishing 
that 1 should condemn feeding the osity of the lay 
man about matters which he can at the best most imperfect! 
lerstand The r ipparent distinction between the 


Family Doctor and the medical 
women’s weeklies and Sunday press is its smaller circula 
on and the B.M.A financial interest The general public 


ntitled to accurate and up-to-date information on th 


orrespondents of the 


idvances in medical healing. and any intelligent approach to 
hiffic task of co nendation and not cheap 
Th t f whe itched the programme Il 


ely henefited bv sceing that disease is onque 
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ble and should hold less and less terrors as our knowledge 
The Council’s attempts (Supplement March 1, 
p. 89) to return medicine to the black ages of secret hocus- 
pocus and witch-doctoring can bring nothing but harm to 
the protessior and the public we serve. Does the Council! 
really see the B.M.A. as the Black Magic Association ? 
I am, ete., 

Luton, Beds L. A. RUBEN 


nereases 


Sir,—My friend Dr. John Frv is to be complimented 
on his letter (Journal, February 22, p. 456) for the broad 
and tolerant attitude it takes to the problem of televising 
medical programmes. When, however, he says that the 
public should, by means of these programmes, be able to 
discriminate between good and had medicine we must be 
sure he does not imply the establishment in them of 
authority, with canons of orthodoxy. One would then re 
quire to purchase a T.V. set in order to keep up with one’s 
patients, and good methods, which are not always orthodox 
might be judged by patients not according to criteria of 
improved health and happiness but doctrinaire standards 
accepted without question from the B.B.C 

We have to be careful to evaluate the quality ot Know- 
ledge gained from watching a telecast as compared to that 
read in a reliable publication like Family Doctor. One 
can be referred to again for its meaning, but the other 
leaves but the trace of memory, which without the frame- 
work of wider knowledge will distort into confusion with 
the passage of time 

I should not like to see the role of the family practitione 
is the educator and adviser to his patients delegated or 
undermined, for he discharges his function with due regard 


to the ability of his patient to understand. We all meet 


with medically half-educated patients who labour under mis 
conceptions derived from newspaper artic'es about polio 
vaccination, hereditary disease ind the like. who are vet 
still capable of being persuaded to think otherwise ; but 
irmed by T.V. indoctrination. they may well feel themselves 


nvincible. Therefore a great responsibility lies in the hands 


of those who shall be called upon to advise the B.B 


In another age of awakened interest in science ¢ poet 
Alexander Pope gave a time va 
A little learning is a dang’rou 
Drink deep. or taste not the Pie n sprit 
There shallow draughts intoxic th 
And drinking 1 S in 
etc 
Atiecmmie Ser M. KeitH THOMPSON 


Sir,—-I must congratulate you on the result of your recent 

editorial comments (Journal, February 15, p. 388. and Feb 
22. p. 449) on the B.B.C. television series Your I 

n Their Hands. It has had a most valuable effect -b 

provoking controversy in the lay press it has ensured that 


the largest number of people see the series 


s is desirable In the rst’ place 


On many counts th 
ewers who have learned about ZETA, electronic con 
puters, and D.N.A. are not to be fobbed off with the plea 
that they are unfit to learn, or inc ipable of learning, about 
the human body As they will inevitably learn about it 
it is best that they should do so from doctors working on 
ich subject rather than from outsiders. In the second place 
1 person with a correct knowledge about his bodily func 
tions is better able to co-operate with his doctor than is an 
morant person (Those who have treated uneducated 
Africans will feel the force of this argument.) In the third 
place this series has already played its part in preventive 
nedicine (whose importance you rightly stress), for the first 
programme has, I understand, produced an increase in the 
ipplications for poliomyelitis vaccine 


For similar reasons | welcome your attack on the B.B.C.'s 
rogrammes about A.I.D., which has also been reported 
ve lay press I listened to one of these th great interest 
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and heard an excellent exposition of the moral and legal 
problems involved. It is the public and Parliament, not 
doctors, that will have to make the moral and legal decisions, 
and the more they know about the subject the better.- 
I am, etc.,. 


Oxford J. M. K. SPALDING. 


Sik,--Your leading article on “ Disease Education by the 
B.B.C.” (Journal, February 15, p. 338) and the statement by 
the B.M.A. spokesman following the “Ray of Hope” 
programme prompt us to correct a misleading remark 
made by the physician in the department of medicine of 
1 London teaching hospital following the otherwise 
admirable transmission from the Christie Hospital and Holt 
Radium Institute, of which Manchester and its regional 
hospital board are justly proud. It is unfortunately untrue 
that facilities and apparatus for cancer treatment of the 
type shown are available in each region of the country. The 
Birmingham Regional Hospital Board serves a population 
larger than that of any other hospital board except the 
South-west Metropolitan, and yet it is still without the super- 
voltage x-ray and large telecurie units installed in all the 
other hospital regions in England and Wales. Although it 
is to be hoped that the Ministry will see fit to approve 
the United Birmingham Hospitals’ plan to build and pro- 
perly equip a radiotherapy centre for the Birmingham area, 
it was not proper to mislead the inhabitants of this region 
into believing that the modern equipment as shown on 
their television screens is available in the West Midlands 

We are, etc 

W. H. Bono. 

Résbesca, Birmieshen P. B. KUNKLER 


Sirn.—I wrote to the director-general of B.B.C. tele- 
vision recently about the effects of his broadcast on homo- 
sexuality on a patient. In the course of his reply he stated. 
“ However careful we are over such broadcasts, there must. 
regrettably. be some—we believe very few—-who may be 
harmed by what they see or hear.” Is not this admission 
sufficient to condemn these broadcasts out of hand 

We, as doctors. have two duties to perform ‘he one, 
the quiet and careful explanation to the worried patient of 
the garbled version he may have picked up from the screen 
and the investigation of his symptoms The other, the 
support of your campaign for an end to these sort of broad 
casts by ensuring that any cases affected by them receive 
at least a numerical publicity.-I am, etc., 

Harwich B. I HoOsKYNS 


Infertile Marriage 

Sir,—-Mr. Hubert Campbell is to be congratulated on his 
excellent paper on infertility (Journal, February 22, p. 429) 
His last sentence in large print emphasizes the encourage 
ment that sterile couples need. Generally we can achieve 
very little for them by investigation or by surgery, but with 
a little effort we can ensure that they leave us happier and 
more hopeful than when they came. This is the most impor 
tant point in their management—I am. etc.., 


Leeds ANDREW M. CLAy! 


Scabies on the Increase ? 

Six, -Dr. Allan Bigham’s letter (Journal, February 8, p 
338) suggesting that scabies may be on the increase interested 
me considerably Although I am not to-day actively con 
cerned with human parasitology, I have heard rumours from 
other sources of a similar increase 

Conditions exist to-day which, in my opinion, make it not 
unlikely that a serious increase in the incidence of scabies 
will occur during the next few years As I showed some 
time ago,' it is much easier to infect those who have never 
had scabies than those who have previously suffered from 
the disease. To-day few children born since 1945 have ever 
harboured the Sarcoptes, and so they are very susceptible 


MEDICAL JOURNAL 


CORRESPONDENCE British 579 


It should be remembered that the epidemic which was 
usually connected with the 1939-45 war had in fact started 
several years before 1939, and that it was not caused by air- 
raids or uncleanliness. In fact Sarcoptes can survive better 
in clean than in dirty skin, though the clinical picture (often 
uncomplicated by secondary infection) may be different, and 
may not be easily recognized by those who still look upon 
scabies as a “ dirt” disease.—I am, etc., 
Harpenden, Herts KENNETH MELLANBY. 
REFERENCE 
1 Mellanby, K., Scabies, 1944. Oxford University Press 


Suicide as a Crime 

Sir,—As chairman of the joint committee of doctors and 
magistrates set up by the B.M.A., I should like to draw 
attention to the leader in The Times of February 26, and a 
number of letters previously published in that newspaper, 
strongly urging a change in the law so that suicide, and 
consequentially attempted suicide, would no longer be 
legal offences. This supports the recommendation of the 
medical members in my committee’s 1947 report that “ there 
is a strong case for an amendment of the law so that 
attempted suicide—excluding attempted ‘suicide pacts’ o1 
incitement of another person to commit suicide—would not 
be dealt with as a legal offence.” 

It will be recalled that the Representative Body at the 
meeting in Brighton in 1956 passed the following resolution 
without any dissentients (Supplement, July 21, 1956, p. 62): 


“That this meeting notes with concern the fact that in recent 
years a considerable number of people have been imprisoned for 
attempting suicide. It supports the statement of the Joint Com- 
mittee of the B.M.A. and Magistrates’ Association in their report 
on attempted suicide and the Law (1947).” 


This is therefore the policy of the B.M.A. 

Practically every case of attempted suicide is seen by a 
doctor at some stage after the attempt ; medical practitioners 
therefore have a wider experience than any other members 
of the community and are in a better position to under- 
stand and deal with the problems that arise in such cases, 
both in relation to the person who attempts suicide and 
the interests of the community. 

On February 6 Mr. Kenneth Robinson asked the Home 
Secretary in the House of Commons whether he was pre- 
pared to initiate legislation to remove suicide and attempted 
suicide from the category of criminal offences. Mr. Butler 
replied that he had no evidence that a change in the law 
would be universally acceptable to public opinion. He 
based the concept of suicide as a crime on the religious 
attitude thai it was a sin (see Journal, February 15, p. 405). 
It is very doubtful, however, if this was the basis of the 
law Suicide has been a felony in common law since 
mediaeval times, and the penalty was forfeiture of property 
to the Crown as well as burial at a cross-roads with a 
stake through the heart. No penalty for successful suicide 
has been imposed since the latter part of the last century. 
However, strangely enough, the first prosecution for 
attempted suicide occurred in 1854, and this practice has 
continued right up to the present time, though no one 
appears to know why this was started 

Professor Glanville Williams, of Cambridge. and Pro- 
fessor Mannheim point out in their letters to The Times 
(February 11 and 25) that only in India and some 
States of U.S.A. is attempted suicide regarded as a legal 
offence. In all other parts of the world, including Scotland, 
it is dealt with through the medical and social services, and 
they do not appear to feel the need for any legal sanctions 
In this country also it could normally be dealt with by 
similar means In the rare case where an attempted 
suicide refuses to co-operate, the police have power to re- 
move him compulsorily to a general hospital if he is in need 
of medical care, or, if his mental state is in question, they 
can arrange (if desired through a Duly Authorized Officer) 
for him to go to a hospital for observation on a three-day 
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Orde There he can be kept for up to 28 days Thus 
here is no reason to invoke legal interventions by the 
courts to protect the individual from himself If a case 
should arise in which the public weal might be threatened, 
the attempted suicide could be dealt with by the “ breach 

1e peace” procedure This is the practice in Scotland 


ind has proved to be adequate It is less and less used 


n there as better medical and social facilities become 


A great many medical men and women, including Pro 


essor E. Stengel, of Sheffield, and Dr. Phyllis Epps, of 
Holloway Prison, who have both made special studies of 


cases of attempted suicide, feel that the present law and 
practice are definitely detrimental to the well-being and hope 
f recovery of the attempted suicide and interfere with 
medical and social treatment and rehabilitation. As The 
Times leader expressed it The effect of a prison sentence 
on an already desperately distressed individual and on his 
family is often grievously punitive in ways not intended, as 
well as prejudicial to recovery of equanimity This applies 
not only to imprisonment but also to the presence of a 
policeman or policewoman by the bed in hospital, by a 
charge before the court, by conviction of a criminal offence, 
or by remand to prison as a convicted criminal for the 
medical report of the prison doctor 

The Times leader comes down firmly, on the side of abro 
gating the law on suicide and presents an admirable sum 
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nary of the reasons for so doing. It also states 

The array of legal and medical experts iguinst the 
resent law is impressive, and there seems to be no weighty body 
of expert opinion on the other side. No one has argued con- 


vincingly against the views of Professor Glanville Williams and 
Dr. Mannheim in recent letters to The Times. It is not easy to 
do so, for the Scots have no such law nor (with trifling excep 
tions) has the rest of the civilized world 

The Joint Committee of the B.M.A. and the Magistrates’ 
Association are reconsidering the question of the law and 
practice in relation to suicide and attempted suicide, and 
hope to publish a further report shortly. It is encouraging 
that the report of over 10 years ago, which was the first 
attempt to draw public attention to this sad problem of 


human suffering s now beginning show results.—I 
th. Hant Doris ODLUM 


Scarlet Red Dressing 


Sir.—Scarlet red is a medicament that has been used for 
everal decades for the promotion of epithelial growth i 
wounds Unfortunate! suffers from one or two disadvan 


tages—it can be irritant if used in concentrations exceed 


nz 5 ind it is usually presented as a suspension in a 

iraffin base, which is messy in use and inclined to stain 

rything with which it comes into contact. As we were 

$ nterested in the possibilities of this material, we have 


tempted to improve upon its formulation 


Tins similar to those used for paraffin iuze dressing 
B.P A were obtained, and a close-weave rayon cloth was 
cut into standard sizes and placed therein. The dressing was 
npregnated with a medicated base consisting of scarlet red 
B.P.C. (0.2 g.), propylene glycol (33.2 g.), polyethylene glycol 
4,000 (33.3 g.), and polyethylene glycol 555M (33.3 g.). The 
ist-named item is a blend of polvethylene glycols 1500 and 
300 (Messrs. Oxirane Ltd.). The tins are heated at 135 (€ 
for 30 minutes Alternatively they may be autoclaved at 
125° C. for 30 minutes if care is exercised. A partial vacuum 

applied after sterilizing and the tins allowed to dry out in 

C toclave before noval 

The scarlet red is ylutior the ise, which is water 


i 
state which allows the percentage 


LC ta Cu Ail leal c 


o be as low as 0.2. Another advantage found in 


thus an intimate proximation of drug and wound 


ctice is the relative lack of staining associated with the 
iratior The base chosen. being water-soluble, is casil 

r i and does not impede the draining of the wound 
The proportions of the three ingredients may be adjusted 
sroduc a ba of th lesired consistenc The rayon 
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cloth peels cleanly from the wound, leaving the surface dry 
and free of “ sogginess ” in contradistinction to the standard 
tulle gras dressing Another advantage of a close-weave 
material is that granulations cannot grow through the mesh 
making removal difficult 

The new dressing has been used for some months for 
skin-graft donor areas and the rate of healing has been 
highly satisfactory. The donor areas have remained dry and 
free from infection, and the maceration sometimes associated 
with soft paraffin dressings has been entirely avoided, 
Further work is being performed upon the use of this 
dressing We are, etc.. 

P. H. Jayves 


East Grinstead, Sussex F. H. SUMMERS 


Problems of Puberty 


Sir,--There is nothing straightforward about the manage- 
ment of masturbatory guilt in adolescents Each puzzled 
young man needs an intent listener prepared to force him to 
question his most cherished beliefs, after which he will come 
to a control of himself or he will indulge a clamant need 
according to what is best for him. That at least is my aim 
with these people. Dr. R. N. B. Byatt (Journal, February 15, 
p. 397) points to a different state of affairs, and one feels 
with him that in the face of mass pornography and guiltless 
i1uto-eroticism the medical profession dare not pursue a 
course of laisser faire. This attitude is not met with inside 
the doctor's consulting-room. However, I would like to 
comment on the term laisser faire. Where this attitude does 
exist one cannot help feeling that it may be associated in the 
mind of the doctor with his own masturbatory anxieties, so 
that he sees himself as a bad counsellor of youth and, per 
haps wisely, refrains from a task for which he is essentially 
badly equipped. 

To resolve one’s Own anxieties by taking up a totally con 
demnatory attitude is useless or positively harmful. As 
physician in charge of an undergraduate health service I 
would like to record the story of a disturbed student who 
told me during a second or third interview that when he was 
ihout fifteen a school medical officer, commenting on his 
small genitalia, had told him to masturbate, saying, “ You 
know it does you more good than harm, don’t you?” For 
several years after this he used to masturbate once or twice a 
week, always with loathing. Then be became interested in 
oining a Church ministry. and he confided his masturbatory 
condition to a clergyman, who told him with kindliness to 
vive up a practice which is “* against the rules of the Church.” 
With this advice he stopped masturbating ; he lost much of 
his guilt feeling, but he was in a pathological state bordering 
on hypomania. | found him inaccessible. I never managed 
to get him to see a possibility of his having any right of say 
in the matter 

Fortunately most young people are not so vulnerable to 
idvice, but we dare not mete out advice based on our own 
preconceptions, unrelated to the real situation lo see 
this properly involves much time and energy, so that on the 
whole we are in no position to give any advice in these 
matters. Laisser faire is not such a bad policy.—I am, etc., 


Bristol, 8 AGNES WILKINSON. 


Informal Admission of Mental Defectives 


Sir,—In his letter in your issue of February 22 (p. 458) 


Dr. Donald Mcl. Johnson accuses me of a lack of under 
standing of public sentiment regarding the compulsory 
detention of mental defectives I] would ask that he and 
inyone who shares this view refer to my letter in your 
issue Of May 11, 1957 (p. 1120) In that letter I think 
Dr. Johnson will find that I discussed the very points raised 
in his more recent letter. and that we are in fact in agree 
ment on most of them He will realize. too, that I share 
his disapproval of the detention of an honours B.A. in a 
mental defective colony. 

I cannot agree. however, with Dr. Johnson “that the 
social incapacity’ of the so-called feeble-minded patient 
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is something entirely different from the defective intelligence 
of the mentally subnormal,” but I suspect from Dr. John- 
son's subsequent remarks that he is really referring not to 
the feeble-minded but to psychopaths of normal intelligence. 
Feeble-minded patients have I.Q.s between about 50 and 
70, which, I hope Dr. Johnson will agree, represents a 
true defect of intelligence of the same nature but lesser 
degree than that of the idiot and imbecile with 1.Q.s 
below 50. 

Unfortunately, Dr. Johnson does net deal in his letter 
with my suggestion that an extension of the provisions of 
Section 3 of the Mental Deficiency Acts, to enable the 
parents or guardians of mental defectives of all grades and 
ages to place them under hospital care, is a more realistic 
procedure than the informal method of admission now 
recommended. From my conversations with my colleagues, 
who appear to favour the informal admission method, | 
suspect that they will introduce into their forms of admis- 
sion and hospital rules conditions which will be indis- 
tinguishable trom those under Section 3, but will be of 
questionable legal validity and will no doubt be the subject 
I should appreciate Dr. John- 
son's comments On the foregoing and his objections, if any, 
I should like to know, too, if he really 
thinks a mental defective (1.Q. below 70) is a fit person 
to be allowed to leave hospital whenever he wishes, without 
any provision for his future care, for that, | submit, is what 
informal admission means. I cannot believe that the lay 
public, whom Dr. Johnson represents, would be happy to 
illow this amount of freedom to their normal children 


of test cases in the courts 


to my suggestion 


under 10 vears of age.—lI am, ete.. 


Bristol. 8 W. A. HEATON-WARD 


From Operating Table to Bed 

Sik.-—Surgeons are Well aware of the frequency with which 
patients whose condition at the end of major operations 
ippears satisfactory are found to be severely shocked soon 
alter they have returned to the ward. It is commonly 
assumed, and with some justice, that the fall in blood pres- 
sure is due to rough handling in transporting the patient 
from the operating table to the theatre trolley, and then from 
the theatre trolley into bed, but from our observations this 
is not the whole story Even if the greatest gentleness is 
used in moving the patient the drop in blood pressure is 
still considerable 

In a series of operations such as prostatectomy, radical 
mastectomy, and resection of the rectum, in which there is 
appreciable blood loss, I have taken blood pressure read- 
ings before and at various stages in the patient’s return to 
the ward and bed—-that ts to say, at the end of the operation, 
after moving on to the theatre trolley, during transportation 
to the ward, and after lifting from the theatre trolley into 
bed. On average there is a drop of 30 mm. Hg immedi 
itely after the first move—that is. from the operating table 
on to the theatre trolley. While the patient is undisturbed 
head-down 


on the theatre trolley, especially if this allows ¢ 
position to be maintained, the blood pressure gradually 
eturns to the immediate post-operative value, but in moving 
the patient from the theatre to the ward and into bed there 
is then a further drop of about 30 mm 

[he regime which we have used in such cases ts: (1) to 
ecord the immediate post-operative pressure that is, betore 
noving the patient from the table; (2) move the patient 
ery gently on to the theatre trolley and repeat the pressure 
reading ; (3) keep the patient in the theatre or one of its 
inte-rooms until the blood pressure has gained at least 
the immediate level of (1); then (4) return the patient to 
the ward and carefully place him in bed and record the 


pressure again I do not think it is possible to over 
emphasize the need for repeated blood-pressure readings 
rather than to rely on the patient’s appearance and his 


pulse, which are often tound to be very deceptive 
This regime prevents a double drop in the blood-pres 
sure readings in patients following major surgery, is ot 


greatest use in saving the surgical and nursing staff a great 
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deal of unnecessary work in the resuscitation of severely 
shocked patients, and cuts down considerably the use of 
hypertensive drugs and the danger of their complications 

I am, etc., 


Birkenhead S. L. PELTz. 


Breast-feeding 


Sm,—-In your issue of February 8 (p. 310) Drs, F. E. 
Hytten, Jessie C. Yorston, and A. M. Thomson describe the 
difficulties of 106 primigravidae in breast-feeding. In my 
own practice, of 72 primigravidae and multigravidae, 24 
breast-fed their babies for three months or longer. Among 
the 48 mothers who fed for a shorter period were 36 in 
whom breast abscesses developed, or whose milk became 
scanty and who did not in consequence persevere. Of the 
12 remaining mothers, 3 found breast-feeding “ inconven- 
ient”’ (one remarking that if the baby were put on a bottle 
the husband could feed equally well). 3 more became de- 
pressed in the puerperium and lost interest in or had a 
desire to hurt the child. Two had had breast abscesses in 
previous pregnancies and were afraid to try to feed again. 
Six had a more specific emotional inability to “let down,” 
though the milk was apparently adequate. 


To “A,” the frigid wife of a schizophrenic, the breast was 
ibhorrent Talk of the subject made sweat run down her face 
Breast milk came in on the fourth day, but shortly the baby 
became hungry and either bit the nipple or lay impotent with it 
in his mouth The mother could not tolerate the draught and 
relax The breast became hard, lumpy, and tender and feeding 
was abandoned 

Pain in the breast of “ B,”’ during the milk flow, she admitted 
to be really disgust, an emotion always aroused by the sight of 
a bare breast ever since in childhood she had watched her mother 
feeding a young brother. She had fed none of her previous five 
children. 

*‘C” was a slow-witted epileptic. “I don’t like the breast’s 
ippearance. People look at you, especially your mother-in-law.” 

“DPD” at first maintained her wish to feed, later pleading in- 


ibility, and finally admitting she had no intention; the act 
was “too animal-like and degrading.” 
E * in hospital became disgusted by another mother’s method 


of feeding and had herself to draw off milk and give it by bottle 
A breast abscess developed, lasting several months, and a 
carcinoma in the same sector three years later 

‘F™ wanted to “keep her breast for her husband,” feeling 
that feeding would destroy the closeness of sexual relations with 
him 

In these cases of “ failed feeding,” specific emotions re- 
lating to the breast and usually of disgust were thus prom 
inent in six, and rejection of the baby while depressed in 
three. However, a depressed mother failed io feed her 
first baby but fed her second though again affected, and 
adverse emotional factors might occasionally have been 
found, if sought with more diligence, both in those who 
fed as well as in those who failed to do so I am, etc., 


R. N. COMPTON SMITH. 


Ilford 


Carcinoma of the Breast 


1, p. 269) 


Sir, Your leading article (Journal, February 
will no doubt produce a good deal of correspondence, so | 
will deal only with some aspects of hormone therapy. At 
the new clinic for the Royal Northern and Prince of Wales's 
General Hospitals (Journal, January 18, p. 160) it has been 
noticed that some patients before the menopause have a 
lowish oestrogen output as judged by vaginal smears, and 
some post-menopausal cases have a highish output. In the 
normal menstruating subject the cell count of cornified cells 
on an average curve is 10-65%, having a peak at ovulation 
anywhere between the 9th and {8th days. With others, 1 
place importance on the vaginal smear as an index ot 


oestrogen activily 


Case 1 Aged 63. Carcinoma of breast with secondary de- 
posits in bone causing pain. In February vaginal smear showed 
§° of cornified cells. Stilboestrol, § mg. three times a day. was 
given. In July cornified squames were 25 and the patient was 


still in pain The stilboestrol dose was therefore increased to 
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tree ll sad In September the smear showed 
cornified cells, indicating a high oestrogen effect. In November 


pain had gone, the patient was walking, and the bone lesions 














were calcifying. This case exemplifies the dictum the correct 
dose is the one that works 
( ’ Aged 46. Carcinoma of the breast with secondary 
lepos he spine and pelvis. Periods were becoming slightly 
irregul ind in October vaginal smear showed 27° of corni 
d cells. A-ray therapy was given to the spine and whole pelvis 
© include the bone deposits as well as the ovaries. In Novembe 
ns ion had ceased, and vaginal sm« showed 15 corn 
fied cells. In December there were only 3 of cornilied cells 
pain began to improve well. The patient was then put 
me. This case demonstrates the efficacy of radiation 
ies In reducing cornified cell count Are there an 
dic ms for oophorectomy or adrenalectomy in such a case 
Case Aged 49 Multiple secondaries in bone \ 
lerapy was given to the pelvis for secondary deposits, including 
ovaries, following which the vaginal smear showed 6 of 
ified cell [he patient was given 500 mg. of testosteror 
ughtly, which on eries of estimations produced approx 
I of 17-ketosteroid excretion in 24 hours in the u 
Testosteror me type) was then given 1,000 mg. fortnight! 
1 produced a 17-ketosteroid excretion of 25 mg. in 24 hour 
pel injecuo0Nn with promi elief ot pain It c 4 
oO Ww 4 S i x ! to i} m 
< 1 wi imi ‘ ’ 
\ ANTHON Cit \ 
Zinc Poisoning 
SIR l 4 wec e to live in a bungalow which h 
xcen built for us on a site some 120 ft. (37 m.) from the 
d j ite 1: this had entailed the layit f a 
very considerab ength of lvanized iron piping Afte 
1 onths ife and | had to admit to one another 
at we were not feelin ell but had tried to put it dowr 
to the c e we had le in our lives d situation, but 
the f ving symptoms developed to such an extent tl 
i egan to feel quite | 
VU 2 Irri difficulty in i¢ drow 
idin in the head and ntal f head 
to which neith f us Is su i din W 
vit 17Z1n In the 
P Stiff ] in the muscles of th I 
} tk nd, f | ich p in t 
g leep Ww ing imposs! 
I) Syvmpton Le of p ite tdu ) 
i W oth los out 7 | (3.2 ke. in few me t 
My wife’s weight is p y con nd I | ne d e 
i ou | eit Ww y to ) 
f nd I So tlu ion of lid d nasal Vz 
ser 5 ” I ising listurbin | 
1 { 
i 
Very belatedly I se sample of the w to the Public 
Ar i it 1 Readin (in Ma 1955), and was 
I t the wate e had been drinkin ! in 
ths contained 40 parts ps illion of zinc. Understand 
i | ed ount p.t | thought 
, 5 f fficient importance t port to the 
\ H I I had a most « us reply from tl 
Ml h | the i that if we | 1 lor enough 
uld be ished out of the pipe ut tl essence 
’ " . p I sl Id ‘ nt that 
' ‘ ting on f fi on 
t h | I | n of 7 Ir 
I | pply f whicl 
3 é I8 and 22.8 p ind 
i f+ S tne 
t t 
} \ t tat j t it ) 
than anyv 
" het nay f 
_ 1) I C } +} ‘¢ 
, = 1 that the nt 
l of 1} lly be 7 W ugh 
l I } tif h i if 
th if nd w d nett th h it 
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Now in the Monthly Bulletin of the Ministry of Health 
for December last’ eight outbreaks of acute poisoning from 
food which had been contaminated by zinc are reported as 
having occurred during the years 1942-54. I find it a little 
difficult to reconcile the two statements. It is reported that 
i few odd meals contaminated by zinc can cause acute 
poisoning, but according to their reply to me the Ministry 
will not allow that food cooked for several months in wate 
containing 40 p.p.m., and that such water used regularly for 
drinking purposes, are at all likely to do any harm. 

[here is, apparently, no ordinary clinical or laboratory 
test for zinc in the system.—-I am, etc.. 


Warerave. Berks Gro, LAURENCE 


REFERENCE 


Monthly Bull. Minist. Hith Lab. Serv 195 16, 241. 


Early Separation of Handicapped Children from Parents 

Sir.—To interpret, as does Dr. L. Fisch (Journal, February 
1. p. 282), my support for the 
nursery schools for those (young deaf) children, sufficient in 
number for all the children to get home at least for week- 
ends * (Journal, December 28, 1957, p. 1545), as advocacy 
for “the principles of institutional accommodation of small 


Setting up of numerous 


deaf children” requires a feat of topsy-turvy mental gym 
At no one time have I ever advocated a residential 
school if a suitable day school was available.’* I have 


nastics 


ilways pointed to the need for more and smaller schools, 
ind for more units both for deaf and partially deaf chil 
n normal schools, together with the installation of 
etter amplifying equipment 

\ special committee of the National College of Teachers 


c 


of the Deaf has recently published a report on the educa 
tional needs of pre school deaf children It had this to sa 
ibout late ents 


“ During the period between diagnosis (of 
deafness) and admission to school of all types of dea 


children continuous help must be given to parents for the 


tf 


training of the deaf child through the clinic or by a suitably 
qualified peripatetic teacher of the deaf This guidance 
hould not be accepted as an alternative to full-time educa- 
tional treatment” (their italics). Dr. D. C. Kendall,“ who 
compared the behaviour problems of deaf children receiving 
home training and ordinary children aged 18 to 65 months 
said “that the results have, perhaps, emphasized that the 


handicap of deafness involves and threatens social and emo 


tional development no less than linguistic and intellectuat 
development Predominantly and overridingly, deaf chil 
dren need to be given an effective means of communica 
tion with other people in their environment Teachers ot 


the deaf say, from practical experience. that late entry into 
school hinders the child’s acquisition of such communication 


B. I. INGALI 


4 iG i P f 
N ‘ r Deaf CI 7 
R rR t 
I B. I nt World ’ it, 138 
Ti 7 r D 53. 164 
It 58, 54 
I Educatior G 1 } Deaf ¢ ) 44 >. = 
I Ma t P 


This correspondence is now closed Ep., B.MJ 


Artificial Insemination 


Sir, -The maternal instinct is a very complex thing which 





I t develops in most women a number of years aft 
the | sex instinct hat is, several years after pube 
I x ience vari normously in different women 
Th t or xt some women never seem to develop 
one at all; at the other, the denial of pregnancy would mea 
the total failu of their existence And. just as to or 
I the crying of her baby will rend her heart, anothe 
n t ompletely and peculiarly insensitive 
fo a woman with a highly developed maternal instinct, an 
dopted child can never be as precious as one of her own 
I speak h mother For this reason most men and 
some women can never properly judge the merits of A.I.D 


‘ful planning over the country as a 
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whole, the chances of children of the same donor marrying 
one another would be no greater and probably much smaller 
than the chance that now exists for normally conceived 
children of uncertain parentage to intermarry.—I am. etc., 
London, W.8 SHEILA Woop. 


Anxious Patient and Worried Doctor 


Sir. Your annotation entitled “ The Anxious Patient and 
the Worried Doctor ” (Journal, December 21, 1957, p. 1483), 
combined with the correspondence on this subject in your 
subsequent issue, treat the problems of psychological medi- 
cine in general practice as though this branch of medicine 
were strangely distinct from the remainder. Whatever the 
dynamic explanations of the responses of doctors to their 
mentally ill patients may be, their responses to situations 
with which they are unable to cope and may be unable to 
understand can hardly be expected to be contented. The 
extent of training in psychological medicine is, in general, 
so limited as to render the general practitioner less well 
informed about conditions which he will meet many times 
every day than he is about rarities which he may not en- 
counter in the whole of his professional life 

In the annotation I was particularly struck by the failure 
to suggest that psychiatric diagnosis can be made as posi- 
tively as any other sort of diagnosis. To discuss “ unquali- 
fied reassurance ” instead of positive diagnosis in an anno- 
tation on psychosomatic medicine of all places seems to 
me to be, to say the least of it, naive, especially since the 
co-existence of “organic” and “functional” disorders is 
common, and may often be interdependent. 

Dr. Neville Davis's interesting letter (Journal, January 4, 
p. 40) again discusses the problem in dynamic terms, and 
again one observes that, although he seeks a way through 
the semantic obstructions to clear thinking in the subject, 
the crux of the matter -diagnosis—-remains undiscussed 
Surely it is time that psychological medicine be taught in 
medical schools with the same emphasis and thoroughness 
that has long been given to “ organic” medicine, and that 
the controversial barrier that has been created between the 
two aspects of the same subject be removed. The medical 
factionism of the first half of this century obscures the 
whole that medicine always has been and must continue 
to be I am, ete 
d Wl B. S. Cooper 

Sir.—lI could not agree more with your correspondent Mr 
Malcolm Donaldson (Journal, February 8, p. 341) in empha- 
sizing the importance of excluding “cancer apprehension ” 
in our anxious patients. Like him, I always use some such 
words as “ Not a sign of cancer” after a physical examina 
tion. Apart from the satisfaction to the patient an adequate 
gentle examination helps to establish rapport with neurotic 
cases. and is far more effective than “ laughing off” the 
patient’s fears. I am, of course, excluding all those cases 
where further diagnostic procedures are necessary: need- 
n neurotic patients 


less to say, the less they are invoked 
the better. The increasing interest in uncovering unconscious 
conflicts or emotional tensions in our patients should not 
lead us to forget such a universal and old-fashioned fear as 


fear of cancer I am, etc., 


\. U. MACKINNON 


Delivery of the Placenta 

Sirn.-Many obstetricians will be pleased to read Dr. 
Norman Kimbell’s airing of the Brandt—Andrews technique 
of delivery of the placenta (Journal, January 25, p. 203) 
It is the only logical form of action possible in the third 
Stage other than intravenous ergometrine for impending 
haemorrhage. Under the strictly orthodox (more properly 
called blind) management of the third stage, the immobile 
hand guards the fundus uteri until such time as the appear- 
ance of the placenta or impending haemorrhage. Seldom 
does the accoucheur or supervising attendant have any idea 


where the placenta is, until impatience, boredom, or ignor- 
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ance tempts them to become “ fundus bashers *—i.e., to per- 
form the barbarous and painful fundal pressure which may 
result in the appearance of the placenta with a goodly 
volume of blood only if these were already in the vagina. In 
either case uterine prolapse is produced. This can truly be 
called interference, because no previous examination and 
diagnosis is made. It is well within the ability of midwives 
as well as doctors to gently palpate the uterine tumour after 
delivery and again when desired. The alteration in shape, 
size, and position will indicate whether the whole or part 
of the placenta is inside the uterus, and confirmation can be 
obtained by gentle vaginal examination. Then the placenta 
can be safely, painlessly, and easily delivered by the Brandt 

Andrews technique. Blood lost after actual separation, and 
needless waiting in ignorance, would be avoided. The tech- 
nique is aiso very valuable after forceps delivery, in impend- 
ing haemorrhage, and when contemplating manual removal 
even when the placenta is wholly inside the uterus, as separa- 
tion has nearly always occurred, and, provided that the uterus 
is in a contraction at the time, inversion cannot occur. 
Breaking the umbilical cord should never occur but is harm- 
less—it is a “safety valve” against force. Few believe that 
gentle abdominal palpation at the antenatal clinic makes the 
uterus contract, and I am sure it does not happen in the 
third stage. Practically speaking, let a proper examination 
and diagnosis be made when it is thought the placenta is 
separated, or “ ready,” and the proper treatment carried out 
with gentle care and success. Thus would pass the Dark 
Ages of the third stage.—I am, ete.., 

London, W.C.2 R. B. CONYNGHAM 

Sir, I should like to congratulate Mr. Norman Kimbell 
on his article on the third stage of labour (Journal, January 
25, p. 203) and at the same time correct a slight misunder- 
standing. In referring to an article of mine’ he gives the 
impression that I advocate the routine use of intravenous 
ergometrine with the birth of the anterior shoulder in nor- 
mal cases. I did not advise such routine administration, 
but believe it should only be given thoughtfully when an 
indication is present—for example, deliveries conducted 
under general anaesthesia or in the presence of poor uterine 
action. For the normal third stage I believe the original 
technique described by Andrews to be the safest method. 
and use cord traction with counter-fundal pressure follow- 
ing intravenous ergometrine as an alternative to Crede’s 
maneeuvre in abnormal cases Where retention of the 
placenta occurs I have found intravenous papaveretum, 
' or. (22 mg.), often effective and more pleasant for the 
patient than amyl nitrite. 

The Brandt-Andrews technique has been used in the 
Edgware General Hospital and Bushey Maternity Hospi 
tal since 1952, and our impression is that we have reduced 
the amount of blood lost more than the actual incidence 
of post-partum haemorrhage. More important, the inci- 
dence of shock appears to be much lower, probably owing 
to the absence of trauma to the fundus uteri. However 
whatever techniques are used, an increased awareness ot 
the problems of the third stage will usually lead to improved 
results. The individual is more important than the method. 


I am, ete., 


Fdgware, Middlesex F. C. R. Picton 
REFERENCES 


Picton, F. C. R J. Obstet. Gynaec. Br Emp.. 1951, 58, "64 
Andrews, C. J., Sth. Med. Sure 1940, 102, 605 


Industrial Dermatitis 


Sir,“ In many places of industry the first-aid post may 
well be regarded as one of the most dangerous occupational 
hazards.” This is an opinion I expressed in my article 
referred to by Dr. F. F. Hellier in his recent article (Journal 
January 25, p. 196) and by Dr. C. D. Calnan in his letter 
(Journal, February 15, p. 396) on industrial dermatitis 

The letter by Dr. Edward Collier on the same subject 
Journal, February 15, p. 396) has not encouraged me to 
the system 


\. 
tin 


revise my opinion He states that in his tactory 
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working is “ based on the principle of minimal contact 
vith skin irritants ind then he goes on to say that enor- 
iS umbers ot his patients suffering from minor injuries 
being treated with local applications of recognized skin 
sitizers—acriflavine, proflavine. and penicillin I was 
shed to read that Collier had not found a single case 
i sensit tion de itilis among 149,680 patients so treated 
S € t s us be i exceptional finding, as dermatitis 
dic entosa due these agents is very common indeed 
example, Dr. H, R. Vickers’s 87 cases among 250 stee 

vorkers (Jour January 25, p. 199) 
Medicaments such as penici cream applied to mino 
es will certain cure them, but probably no more 
pid than M i e work lone Sensitizers 
ed t SK ar ( ecessa produce al mme 
e pr i t t effect on the sk rut the first stage of 
in allergic process may be thus established Then at some 
ter date when the sensitizer is used again for s e other 
c lition the process is completed, and an acute sensitiza 
tion eruption develops [his can be of great severity and 
spread with alarming rapidity At this stage past trivial 
iries and their treatment are readily forgotten or dis 
ssed as being of no importance If Dr. Collier, who 


ow-up his 
who have 
he might find 
sensitization 


viously keeps very meticulous records, could fo 
eX-patients who have perhaps lett his factor 
attended their N.H.S 


that many of them have 


doctors or hospita 
ndeed suffered from 


dermatitis This would occur as a complication of some 


x which an unsuspecting practitioner had pre 


cribed the agent to which the patient had become sensitized 


it the aero-engine first-aid post) 





owing to his treat 
I cannot emphasize too strongly that indiscriminate local 


treatment of trivial injuries with potential sensitizers is a 


practice to be deprecated.—I am, etc., 
Lond WwW. BENTLEY PHILLIPS 
ne FRENC 
i t ; f ner, 1954, 172 
Toxic Effects of Meprobamate 
Sir,—Dr. John A. Ewing and Mr. Thomas M. Haizlip 


Journal, January 18, p. 160) have proved that meprobamate 


sa drug of addiction and that withdrawal symptoms similar 
t those occurring in barbiturate addiction occur in mepro- 
Damate iddiction Unfortunately fits and confusional 
psychoses are unpleasant and to some degree may endange 
life From the work on barbiturate addiction one could 


foresee that such withdrawal symptoms as fits and psychoses 
would occur in meprobamate addiction As Dr. Ewing and 
M Haizlip carried out their investigations on chronic 
psychiatric patients, one would like to know if the risks of 
explained to these patients, and if 


this investigation were 
those patients were able to appreciate these risks.—I am, etc 


Edint , FRANK FIsH 


We showed this letter to Dr, Ewing and Mr. Haiziig 


‘ . tollow Ep BMJ 
Su We | D Fish’s letter conce g u 
te stud | h t ep s foll Or 
Jourr J 8. p. 160) stated c that onl 
S t r tl ts ] | 
| C Cc patic sc 
P r did nt participat th tudy 
acc A I cxp nz the Sk I ed, h \ 
] t k Tl pa 
r I < d with n gu s d 
< ic tin ( tl 
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dependence and severe withdrawal symptoms did not occur 


We regret that we did not have the benefit of Dr. Fish’s 
foresight that “such withdrawal symptoms as fits and 
psychoses would occur in meprobamate addiction.” Un- 


fortunately he has not published this information so far as 
Wwe ANOW 

Our study replaces a mere surmise with objective 
We believe the 


neprobamate withdrawal 


facts 
were the result ol 


Such an association, even though 


symptoms described 


statistically significant, does not completely demonstrate a 


relationship. Certainly, therefore, further 
studies will be done and we feel that our own results indicate 


cause-and-effect 


now the need to explain the element of risk to future 
subjects We are, etc., 

JOHN A. EWING 
North Ca ». US.A THOMAS M. Hatzwip 


REFERENCE 


The Misnamed Stethoscope 

Sirn,—Dr. F. R 

p. 943) thinks the stethoscope 
Greek root cxorec:y means “* to examine ” 
Greek-Enelish Lexicon) 


Langmaid (Journal, October 19. 1957, 
misnamed. The Ancient 
il iddell and Scott 
But it has been rendered in various 
ways. as in Luke xi. 35, “take heed’ Rom. xvi. 17 
mark 2 Cor. iv. 18 look at ~ ; Gal. vi. 1, * overtake ° 
and Phil. ti. 4, “ look on.” and ii. 17, “ mark * (Authorized 
Version). Furthermore. although the word ~ stethophone ” 
has been used twice (Oxford English Dictionary, vol. 9, 1919, 
p 933). this word has not ousted that originated by Laennec. 


I am, etc 


Surfers’ Paradise N. W. MARKWELL 
YQ und 
Obscure Abdominal Pain 
Sir,—Mr. F. R. Brown (Journal, February 22. p. 462) ts 
surely rather harsh on D R. T. D. FitzGerald (Journal, 


January 4, p. 42) when he criticizes what he describes as the 
I feel sure that no 
eminded of what he was taught about 
Nevertheless all 
clinicians of experience must have observed variations in the 
strictly Perhaps Mr. Brown 
would like to explain why the initial pain of acute appendi- 
etimes localized high in the epigastrium or even 
remarks about Dr. FitzGerald’s case) in the right 

And pray, why ever should not pain in the left 
hypochondrium sometimes be 


latter’s surprising diagnostic mistakes. 
doctor needs to be 
the localization of a pain of visceral origin 
distribution of visceral pain 
citis iS son 
(despite his 
iliac fossa. 
due to indigestion ?—I am, 
etc 


Lond WwW. R. S. MURLEY. 


Seat Belts for the Motorist 


Sik.—lIn your issue of January 4 (p. 41) Mr. L. W 
asks whether a study 
car accidents has been made in this countr: An investiga 
tion of this kind has been in progress at the Road Research 
Laboratory of the Department of Scientific and Industrial 


Lauste 
of the mechanism of injury in motor- 


Research for the past year \ team of investigators visits 
the scene of accidents in the neighbourhood and collects 
n-the-spot information concerning the mechanical and 
| C ispects of the cident Medical data are also 
bein btained, through the co-operation of the Medical 
Rese h Ce el trom the local hospitals, so that tl 
omplete picture may be pieced together Evidence on the 
ble value of seat belts and on many features of acci 
lents th being slowly assembled 
Y« ¢ spondent may also be interested in a recent 
ca 1 if this laboratory, Research on Iniu Su 
, n R { lent which summarizes American 
k tor-car crash injuries.—I am, ete 
Midd W. H. GLANVILLE 
D 
Road Research | ry. DSR 
Rerer t 
R R I Par 19 H.M.S.O., London 
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J. G. GREENFIELD, M.D., LL.D., F.R.C.P. 


Dr. J. G. Greenfield, the eminent neuropathologist, died 
suddenly on March | at Bethesda, Maryland, aged 73 
For nearly the whole of his professional life he was 
pathologist to the National Hospital for Nervous 
Diseases, Queen Square, London 


Joseph Godwin Greenfield was born in Edinburgh on 
May 24, 1884, the fifth of ten children of Professor W. S 
Greenfield, who held the chair of pathology in the Uni- 
versity of Edinburgh. Educated at Edinburgh Academy, 
Merchiston Castle School, and Edinburgh University, he 
graduated B.Sc. in 1906 and 
M.B., Ch.B., with first-class 
honours, in 1908, winning 
the Freeland Barbour 
scholarship in pathology 
He also distinguished him 
self at golf, playing for the 
University After holding 
the post of house-physician 
at the Royal Infirmary, he 
worked for a time as assis 
tant to the professor of 
pathology, and then came 
down to London as house 
physician at the East Lon 
don Hospital for Children 
He moved from there to a 
nilar post at the National Hospital, Queen Square, where 








he remained a resident for nearly two years Then for a 
few months he was assistant pathologist at the Leeds 
General Infirmary At this time he was reading for his 


Membership, but he developed an acute mastoid infection, 
ind, not feeling up to taking the examination, he went into 
general practice in Leeds as an assistant to the late Dr. S 
Rumboll. But his early interest in the cerebrospinal fluid 
was rekindled by Mestrezat’s book on the chemical consti 
tution of the C.S.F., and, hearing that there was a vacancy 
for a pathologist on the statl of the National Hospital, 
Queen Square, he successfully applied for the post in 1912 
With the exception of the war years he worked there 


continuously until his retirement in 1949 

Volunteering for service at the outbreak of the first world 
“ he served in the R.A.M.C. from August, 1914, to 
May, 1919. For three vears he was in France and Belgium, 
with the 8th Field Ambulance tationary Hospital, 13 
SMationary Hospital, and the 2nd Scottish Rifles Then for 
the last vear or so of the war he worked at the special 
hospital for injuries of the nervous system at Tooting. He 
took the M.R.C.P. in 1917, graduated M.D. (gold medal) 
n 1921, and was elected F.R.C.P. in 1925 During the 
second world war he worked as a pathologist in the Emet 
rency Medical Service at Chase Farm Hospital, Enfield 
Greenfield's work covered the whole field of neuropatho 


ogy, but his special interests were in the cerebrospinal 


fluid and the pathology of the neuron His papers on 
encephalitis and on diffuse sclerosis of the brain’ were 
contributions of outstanding importance. In 1930 he pub 
shed a description of acute disseminated encephalomyelitis 
s a sequel to influenza, the first reported case of this type 
other than those known to occur in exanthematous diseases 
In later years he had been investigating brainstem lesions 

Parkinsonism The first edition of the book which he 


vrote with Sir Farquhar Buzzard, The Pathology of th 
Vervous System, was published in 1921 With | A 
Carmichael he wrote The Cerebro-Spinal Fluid in Clinical 
Diagnosis (1925). Four years ago The Spino-cerebellar 
Degenerations was published, and at the time of his death 

new textbook of neuropathology which he had written in 


laboration with others was in the press 
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For the Oliver-Sharpey lectures which he gave before 
the Royal College of Physicians in 1938, Dr. Greenfield 
chose as his subject the morphology of the neuron. He 
was the first neuropathologist to give the Hughlings Jackson 
lecture at the Royal College of Medicine (1949). In 1955 
his own university of Edinburgh conferred on him the 
honorary Doctorate of Laws, and later that year he was 
president of the Second International Congress of Neuro- 
pathology in London. A member of the American Neuro- 
logical Association, Greenfield was a well-known and popu- 
lar figure at the National Institute of Neurological Diseases 
ind Blindness at Bethesda, and it was when on a visit there 
that he died 

Greenfield did much useful work for the B.M.A. In 1927 
he was vice-president of the Section of Neurology at the 
Annual Meeting at Edinburgh, and over 20 years later he 
held similar office in the Section of Pathology at Harrogate. 
From 1928 to 1954 he was a member of the Pathologists 
Group Committee, and at one time or another he served 
on a number of other committees, including the Coroners 
Acts, Special Practice, and Arrangements Committees. 

Dr. Greenfield is survived by his wife, one son, and two 


daughters 


Dr. E. A. CARMICHAEL writes: In the library at Queen 
Square there are collected in several volumes the works of 
J. G. Greenfield. His earliest publication was written in 
1911 at the end of the first of his two years’ appointment 
as house-officer. Following a further two years spent with 
Matthew Stewart at Leeds he returned to Queen Square 
and spent his whole life as pathologist from 1914 until he 
retired nine years ago—a lifetime’s work during which he 
rreatly enriched neuropathology and his hospital. Green- 
field in his early days quietly established himself as a 
scientist, and though his earliest work was concerned with 
the clinical features of dystrophia myotonica he developed 
a keen interest in the pathology of the nervous system which 
saw expression in his book, in collaboration with Farquhar 
Buzzard, on The Pathology of the Nervous System pub- 
lished in 1921. Since that publication papers have flowed 
from his pen, often in association with young workers and 
colleagues on the staff of the hospital—each paper contri- 
buting to knowledge in neuropathology. He was amongst 
the first to appreciate the importance of the then develop 
ing science of biochemistry and applied it to a study of the 
cerebrospinal fluid, the results of which are contained in his 
many publications on the changes he observed in the fluid 
in disease. His book on the subject is well known. More 
recently, during his years of retirement from official duties. 
when his friends were overjoyed to see his enthusiasm not 
fade but mount, he has written a textbook on cerebellar 
degeneration, a compendium on the histology of muscle 
disease, and there is in press a textbook on neuropathology 
which he has written in collaboration with others. 

Those who have had the privilege of working in the same 
hospital will recall with gratitude his kindliness and his 
enthusiasm. Colleagues and workers from all over the 
world will not forget him, at work in his laboratory, always 
accessible, always ready to help by discussion or demon 
stration of techniques That half-hour at tea-time is 
memorable when all—colleagues and visiting doctors alike 

were welcome in his room and when he would not only 
listen attentively to their problems but would reveal his 
own observations and ideas with a generosity and keenness 
exceptional amongst men. The debt owed by the present 
staff at Queen Square to him is immeasurable. To each 
and all he has been a confidant and wise counsellor As 
dean of the school he expanded its activities, and during 
his term of office was largely responsible in obtaining the 
good will and interests of the Rockefeller Foundation, which 
gave a large donation for improvement in laboratories and 
endowment of research 

Honours came his way, all deserved: Morison lecture 
Roval College of Physicians. Edinburgh, 1936; Oliver 
Sharpey lecturer, Royal College of Physicians, London, 
1938: president of the Neurological Section, Royal Society 
of Medicine, 1938: Hughlings Jackson lecturer, Royal 
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Society of Medicine, 1949; president of the Association 
1 British Neurologists, 1954-6 ; 
burgh, 1956 


Doctor of Laws, Edin 


Greenfield after his official retirement continued to work 
Queen Square It has been in these last few years that 
He has seen 
europathology grow in this country. He himself was the 
ctive founder of the Neuropathological Club, from which 
has stemmed the formation of the International Congress 


n Neuropathology, of which he was president in 1956 at 


he has enjoyed the fruits of his earlier work 


London His advice has been sought from all centres of 
eurology, for he was recognized as an authority through 
the world By invitation he had visited many centres 


Canada, Europe, and the U.S.A. It was during one of 
his long visits to the National Institutes at Bethesda that 
death came upon him--a loss to neurology irredeemable 
rreplaceable As a colleague has said, what a “ gorgeous 
sunset” he has had to his life 

Those who earned his friendship learnt of his happ 
home life and the help which he received from Mrs. Green 
field in the preparation of his books and papers Their 
house with its wonderful garden, each week-end saw 
riends new and old visiting them, sometimes discussing 
work, sometimes helping him in his hobbies of carpent 
ind gardening 

Neurology has lost a modest and sincere man, but has 
been enriched by his endeavours, his 


mntributions to knowledge 


example ind his 


Sir CHARLES SYMONDS writes: Greenfield in the midst of 
ill his own activities was always generous of his time. Often 
i colleague would consult him on some problem arising 
from a case or in the preparation of a paper and pose what 
Greenfield would 
nut aside his own work, look up reprints, refer to post 
nortem data, bring out microscope slides, and give all he 
knew, frequently revealing the question to be far more 
complex than it had appeared. There must be many who 
we him unacknowledged inspiration thus given 

For many years he was the only member of the consul 
tant staff who spent the whole of his time at the hospital 
Thus he came to know the house-officers better than the 
rest of us, and his influence upon them, of which he was 
probably quite unconscious, was of enduring value in main 


might seem to him a simple question 


uning the traditions of the hospital Their instinctive 


ippreciation of his integrity, common sense, and kindness 
led them sometimes to turn to him for advice on personal 
This would be given. alwavs 


the point and sometimes with a sting in it He was 


is well as hospital problems 


ntolerant of sham. His friends will remember happy davs 
spent with him and Mrs. Greenfield in their hon 
Dorking in recent years 


‘ 


Despite progressive disabilit 
om steoarthritis of the hip he would get bout his 
garde with surprising agility 

Greenfield's original contributions to the literature w 
btain for him a lasti place in the history of neurolog 
Besides this his influence will survive and be reproduced in 
he work of his numerous pupils and successors His man 


ends will ever remember him with gladness 


M D. W. ¢ NORTHFIELD writes Ihe last 


f k f many t ( d | 
Ib ork I persons ther ¢ compen 
; I tl Vel the advant sd ed T 
Cc ns ld \ endsh DS ] S I I t 
e he E.M.S. d ted me to Chase I 1 Hos 
| Enfield, whe thers I found J h Godwit 
j nfield Ur tr time I had had little conta vith 
ind k ! vV through his writings | 
| oa | i t pa hol t ( at 
I ked 1 with ment t VOrTKIN with h I 
tinged witl i ng ol ve \ close acquaintance 
d ped, so tha hared lodgings for a year, at 
Ked t ( var period I rapidl in 
egard Greenfield with warm affection. though n sens 
iwe remained, perhaps transmuted to a feeling of pr 
j t ior tf n and his opinior ind the bread 





OBITUARY BRITISH 


MEDICAL JOURNAL 


of his knowledge It was period of great educationa 
value for me, and | believe for all who worked at Chase 
Farm In addition, his presence provided a stimulus to 


us by the example of thoroughness which he showed at a 
time when standards might have suffered, and of sustained 
hard work in order to make up tor deficiencies of equip- 
ment and of staffing. All his necropsy records, and at first 
ill reports he wrote in longhand—always clearly legible 


specimens were photographed, and negatives developed and 





printed by himself, demonstrating his prowess in this as in 
other crafts (he was an accomplished cabinet-maker). Brain 
cutting sessions provided opportunities for long arguments 
Among the topics which 
1 remember as particularly popular were the manner of 


concerning neurosurgical problems 


spread and the histological structure of gliomas (Scherer’s 
papers had only recently been published), brain oedema 

he was sceptical of the notion that generalized brain 
oedema could be caused by head injury, and sceptical of the 
value of intravenous hypertonic solutions which then were 
nternal brain herniations and brain-stem haemor- 


In vorue e 
rhages—-and he was strongly opposed to the view of some 
that the latter might have a nervous origin 

Greenfield had an exceptionally clear and logical mind, 
ind argued forcefully and forthrightly ; he could not tolerate 
oose thinking (and indeed fools). To some this made him 
appear abrupt and at times almost rude, but those who 
knew him well realized that this resulted from his innate 
honesty and his distaste for humbug. His knowledge of the 
literature and his very retentive memory made him a formid- 
able opponent in argument, but it also enabled him to give 
valuable advice to those seeking his help. 

Outside his professional work Greenfield had many and 
cultured interests, and these showed the stature of his 
intellect. He was widely read and well informed, and able 
to converse critically and fluently on many subjects ; his 
He enjoyed life with 
i boyish zest, which doubtless was in part responsible for 
his continued professional activity during the years of his 
so-called retirement, and which led to his recent visits to the 
United States He was particularly fond of gardening 
hough only in his later years was this taste fully satisfied 
It gave him and his devoted wife great delight to show 


those visits 


ypinions were always worth hearing 


riends round their beautiful garden in Surrey 


vill be gratefully remembered 


J. W. SCOTI ve M.D... F.R.C.P 


Dr. J. W. Scott, formerly honorary physician to the 
Nottingham General and 
Nottingham on February 16, aged 80 


~ 


hildren’s hospitals, died at 


A native of Airdrie, Joseph Wilkie Scott was one of the 
ee sons of a schoolmast who all entered the medical 


profession. He received his medical education at Glasgow 
University, where he graduated M.B., Ch.B. in 1898, pro 
eding to the M.D. in 1902. After holding house appoint 
nts at the Nottingham General Hospital, he went into 
partnership in general practice in the cit This phase ol 
his career was cut short by the first world war, in which 
he became medical officer to the 7th Battalion of the She 
vood Foresters (Robin Hood's). While serving in Francs 
n 1916 he was awarded the Military Cross for conspicuou 
llantry in action. On his return to civilian life he quickl 
chieved the Membership of the Ro College of Phys 


ians of London, and was elected honorary assistant phys 


ian to Nottingham General Hospital, and later, honora 
physician to both the General and Children’s Hospitals 
Henceforth his work was chiefly and, later, entirely 

onsulting medicine general and paediatric He loved 
th equally and would have hated to abandon cither fo 
he other. Ver 


yn for clinical skill and soundness of judgment. not onl 


quickly he acquired a well-deserved reput 


n the city and county but widely : and a large con 


iting practice was soon added to his extensive hospital 
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We are indebted to colleagues of Dr. Scott in Nottingham 
for the following appreciation 


Dr. J. W. Scott’s association with Nottingham began in 
1899 with his appointment as assistant house-physician, was 
interrupted by his retirement in 1946 from consulting prac- 
tice and from his unique position as honorary physician to 
the General and Children’s Hospitals and visiting physician 
to the Nottingham City and Mental Hospitals, and has by 
no means been broken by his death 

Possessed of a clear and penetrating mind, he quickly got 
He was an excellent teacher, so 

that his out-patient clinics 
and his ward rounds—par 
ticularly Sunday mornings 
it the General, and Thurs 
day afternoons at the Chil- 
dren’s—became tutorials to 
not a few practitioners who 
owe much to his encourage 
ment, and who continue 
thereby to be still in his 


debt and to be able to re 


to the heart of a problem 


call vividly cases first 
demonstrated to them by 
Wilkie Scott His enthu- 
siasm in the quest of the 
right diagnosis and in the 
most certain means of 
achieving it was best seen 
at open clinical meetings, 
where he would marshal his facts and arguments with the 
skill of an advocate. He was, too, a good committee man 
who would give his opinion firmly and who was frequently 
left to do the drafting of some difficult proposition. Above 
all he was a loyal and kindly colleague with a saving sense 
of humour 

His was a life of many activities and many labours and 
some much-prized honours. He was a staunch supporter of 
the Nottingham Medico-Chirurgical Society as a member 
of its council, for two long spells its honorary secretary, and 
His presidential address attracted a 
record attendance. Arrangements for a provincial meeting 
n Nottingham of the Paediatric Section of the Royal Society 
of Medicine about 1928 were almost entirely the work of 
J. W.S., and the meeting was adjudged something of a pe! 
sonal triumph. His eminence as a physician was acknow- 
ledged by his election to the F.R.C.P. in 1933 and as a 
paediatrician by his holding the presidency of the British 
Paediatric Association in 1938. Though not greatly drawn 
to medical politics he held it to be his duty to take his share 
of the toil and sweat. He was chairman of the Nottingham 
Division of the British Medical Association in 1929-30 
ind president of the Branch from 1938 to 1940. Earlier he 
served as a vice president of the Section of Dtseases ol 
Children when the Association held its Annual Meeting at 
Nottingham in 1926. His recreations were tennis, golf, and 
chess—particularly golf, which at certain frugally fixed times 
could be interfered with only by the direst medical emergency 


n 1930 its president 


ind never by the weather 

Dr. Scott married comparatively late in his career Dr 
Marjorie Godfrey, whom he first met as his house-physician 
it the Nottingham Children’s Hospital. She shared his life 
ind his enthusiasms to the full and was throughout his pro 
fessional life a wonderful support. It was always a delight to 
be in their company, whether at a formal party or over a cup 
of tea after a medical meeting Alas, soon after Dr. and 
Mrs. Scott left Nottingham in 1946 for retirement to Yox 
ford in Suffolk, Mrs. Scott’s health declined and was pitiably 
bad for three years before her deathin 1956. Though broken 
bh 
new friends in the county of his adoption and maintained his 
ictivities golf, postal chess, and correspondence with old 


y these vears of anxiety and by his wife's death Scott made 


friends and colleagues, and until three or four months ago 
had appeared to be in good health. In taking leave of him 
we his colleagues and a host of friends and grateful patients 
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think of him above all as a kindly soul of warm if somewhat 
shy nature, a most loyal and devoted colleague, a great 
physician and one whom it was a privilege to call friend. 
We extend our sympathy to surviving members of his family, 
in particular to his medical nephew, Dr. J. A. Scott, of 
Broxburn, West Lothian, and to his devoted housekeeper. 


A. J. BENATT, M.D. 


Dr. Alfred Joseph Benatt, who had lately been in charge 
of international health projects in Tunisia, Thailand, 
and Naples, died in London on February 18, aged 56. 
German by birth, he graduated in medicine at Berlin 
in 1927. After being forced to leave Germany by the 
Nazis, he made England his home. 


N.M. writes : Deprived of his Government post by the 
Nazis and then of all opportunity to practise, Benatt came 
to England just before the war and worked for a time in 
Cambridge with Sir Joseph Barcroft on respiratory func- 
tion tests and on cyanosis. Prior to this he had been to 
America to interview various public figures and several 
organizations on behalf of refugees from the Hitler regime 
In those days many people on both sides of the Atlantic still 
found it difficult to credit the enormities of which the Nazis 
were capable, and people in his position were often hard 
put to convince their hearers of the extreme urgency of 
the situation. Both Benatt’s parents died in concentration 
camps, and he was everlastingly grateful to the country 
which gave him refuge: his own enduring affection for 
Britain and its people made one pause to think. On leaving 
Cambridge he worked for a time at St, John’s Clinic for 
Rheumatism, and then at King George V and Clare Hall 
Hospitals. His primary interest had been cardiology, and 
he had a wide experience in medicine generally, but he was 
destined to do his best work in the field of tuberculosis. 
The foundation for his later work was laid during and just 
after the war, when he worked in various hospitals and 
chest clinics in Middlesex, and he was well equipped for 
the job when in August, 1950, he was appointed medical 
consultant in charge of the International Refugee Organiza- 
tion project in Naples. His experience there proved of in- 
estimable value when in 1952 he moved to Thailand to 
become senior medical officer in charge of the W.H.O./ 
Unicef tuberculosis control project By this time he 
had become convinced that merely to institute schemes of 
treatment—however comprehensive—was not enough, and 
set about establishing an environmental service based on 
the experience he had gained in English chest clinics ; this 
meant the training of Thai nurses to become health visitors, 
and this training he undertook in practical fashion by him 
self visiting the patients in their homes and working out 
schemes of segregation and sputum disposal in circumstances 
of squalor and heat which would have daunted al] but the 
stoutest in heart and fortitude. This pioneer effort to launch 
a scheme of social and preventive medicine in Asia where 
it is so much needed may yet prove to be the most effective 
testament to his work, In Tunis he continued to develop 
this line of approach, but there the nutritional problem 
so much worse than in Thailand, where food at least was 
plentiful——proved a limiting factor 

A born cosmopolitan with an original and ever-alert mind, 
Benatt maintained a world-wide circle of contacts. His 
principle was always to seek out the best; he valued most 
the things that really count—integrity, original thought, 
clarity of exposition, able criticism; and always he was 
striving to improve his own knowledge and perfermance 
In himself he was open-handed and generous to a fault; 
his sparkling conversation and quick wit made him a de- 
lightful companion and he had a courage in adversity which 
rose with the need, A sick man in these past few months, 
with two coronaries behind him and recurring attacks of 
tachycardia to remind him of the next that might come any 
time, he yet contrived to remain lively and cheerful and to 
work hard on a manual of chest clinic practice for the 
benefit of those working in under-developed countries ; this 
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he had the satisfaction of having accepted for publication 
barely a week before he died. Those who know of his 
admiration and affection for the Quakers will be glad to 
know that his ashes are to rest at Jordans. He is survived 
by his widow and by a son and a daughter 


J. H. PEGG, M.R.CS., L.R.C.P. 

Dr. J. H. Pegg died in a nursing-home on February 
at the age of 87. His death marks the severing of yet 
another link with an old generation of general practi- 
tioners who served the people well. He was the last in 
Reigate to have ridden on horseback to his patients in 
his early years 

A native of Coventry, John Henry Pegg was born on 
October 18, 1870, and was educated at the King Henry VIII 
School there and at St. John’s College, Cambridge. He 
qualified in medicine at St. Thomas's Hospital in 1898 and 
then entered into a long-established partnership at Reigate 
ifter a period as house-surgeon at the Royal Free Hospital 
He served in the war in South Africa as a civil surgeon 
from 1899 to 1902, and then returned to general practice 
with Dr. J. G. Ogle and Dr. Alec Walters as his partners 
During the first world war he carried on with his practice, 
one partner, the late Dr. C. E. H. Milner, being absent on 
active service. He carried out much additional work at the 
Red Cross Hospital and at the East Surrey Hospital, Redhill. 
where he eventually became senior surgeon for a number 
of years, until 1932, when he resigned from the hospital 
staff 


L. D. writes: In Dr. J. H. Pegg a shy and reserved person- 
ility concealed a very tender heart His patients, even to 
this day, remember his chief quality as * gentle.” When the 
second world war had broken out he had already resigned 
from full partnership, but was carrying on with his younger 
colleagues, still caring for his old patients on a less exacting 
footing. A patriot to the bone, he insisted on taking on 
much more work, thus freeing two younger partners to serve 
with the Forces for a considerable part of the war. He 
finally retired in 1945 at the age of 75. During his retire 
ment he continued to live in the house he loved so well. His 
simple tastes and pleasures demanded nothing more exacting 
than that which was at hand—the pleasant seasons of the 
year, flowers, a game of bowls, and indeed to a great age 
i game of tennis or golf. With his passing those who knew 
him respect his integrity, his careful work, and his patience 
over so many years. He leaves a widow, a doctor son, and 
two daughters, to whom his friends and colleagues extend 


their sympathy 


NORTON MILNER, M.R.C.S., L.R.C.P 


[he medical profession of Sheffield has experienced a 
great loss by the death of Norton Milner on February 
12 at the age of 83 years. Although he had retired from 
ictive practice for some years, nevertheless his advice 
was still sought by many of his friends, former patients 
ind medical and masonic colleagues 


Norton Milner was born in Sheffield on February 7, 1875, 
being the eldest son of the late Isaac Milner, J.P., and was 
educated at Stramongate School, Kendal, where he was not 
only a keen athlete but became head boy. After leaving 
school he was articled to an architect, who after one year 
persuaded his father to let him make medicine his vocation 
ind career. He entered the medical school in Sheffield and 
ilso attended classes at University College Hospital, London, 
for six months before sitting for the Conjoint Board final 
‘xamination. He obtained the diploma in 1898 and spent 
two years as a resident house-officer at the Royal Hospital. 
Sheffield. In 1900 he commenced general practice in Mill- 
houses, then a small village in the vicinity of Sheffield, now 
one of the pleasant suburbs. He continued in active prac- 
tice for fifty years, retiring only when his health caused 
anxiety. In order to maintain his connexion with hospital 
work he fulfilled the duties of an honorary anaesthetist at 
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the Royal Hospital for some years and served in the same 
capacity, with the rank of captain, R.A.M.C.(T), during the 
first world war, being attached to the 3rd Northern General 
Hospital in Sheffield and the 59th General Hospital in 
France. After the war he joined the staff of the Royal 
Infirmary, Sheffield, as an anaesthetist, being attached to 
the surgical professorial unit under the late Professor Arthur 
Connell. His elder son joined him as a partner in the prac- 
tice in 1932, and this gave him more leisure to cultivate his 
hobbies of geology and biology and thereby see many parts 
of the country which previously he had had no opportunity 
to visit. He formed a valuable collection of semi-precious 
stones which he had found and polished ; his knowledge of 
the subject was such that his advice was even sought by 
jewellers from a wide area. 

During the second world war his partner was away for 
four years, and the extra work of the practice, together with 
the many inconveniences and difficulties, proved a great 
Strain to his health. For many years he had been an 
enthusiastic and ultimately became an eminent Freemason. 
He was a keen golfer, and for many years was the secretary 
of a large local golf club During his less active later 
years he resuscitated his early bibliographical knowledge 
and interests, thereby forming a very select collection of 
books. His life was indeed full, but his primary interest was 
always medicine. His ideals of practice were the highest, 
and his numerous patients must be grateful especially for 
his knowledge of the art as well as the science of medicine 
At his funeral the large gathering of his friends, colleagues, 
and patients, drawn from many walks in life, testified to the 
memory of one who had for many years been their medical 
adviser, comforter, and friend. His ideal in practice was the 
realization that the health of the body is linked with the 
mind and also of course with the soul, and by their union 
the ill, anxious, and worried patient is made and maintained 
whole 

His wife predeceased him two years ago. We extend ou 
sincerest sympathy to his daughter, two sons, and his 
brothers E. I 


J). TREVELYAN-JONES, M.R.C.S., L.R.C.P 


Dr. J. Trevelyan-Jones, who practised for over 30 years 
at Aberkenfig, near Bridgend, Glamorgan, died in 
Cardiff on December 26, 1957 


Born at Aberkenfig in 1894, James Trevelyan-Jones was 
educated at Malvern College. Like his father, the late Dr 
Thomas Jones, he received his clinical training at Guv’'s 
Hospital His father was in practice in Aberkenfig for 
thirty-five years, and his son followed him there, after qual 
fying M.R.C.S., L.R.C.P. in 1921. During the last war Dr 
Trevelyan-Jones was in charge of first-aid stations and was 
medical officer to a hostel for displaced persons. In 1953 
he retired to Tudor Hall, at Llandyssul, Cardiganshire, 
which his father built seventy years ago There for fou 
ears he was very happy attending to his farms and estate 


He leaves a widow and one son. 

A. E. S. writes I knew Trevelyan-Jones well as a student 
He was a quiet, charming personality. He spent his entire 
professional life in the mining village in which he was born, 
ind there he and his father before him will long be remem 


bered 
- 


R. K. HOWAT, M.B., F.R.C.S., F.R.F.P.S 


Mr. R. K. Howat, honorary consulting surgeon to the 
North Riding Infirmary, died at his home at Highgate 
on February 9. He was 87 years of age. 


Robert King Howat was born on November 22, 1870. 
He studied medicine at Glasgow University and at the 
London Hospital and graduated M.B., C.M. in 1892, taking 
the London Conjoint diploma in the following year. He 
then held the post of assistant house-surgeon at the Wolver- 
hampton and Staffordshire Hospital. After leaving Wolver- 
hampton, and during the next few years, he held a variety 
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of appointments, including those of house-surgeon at the 
Dorset County Hospital, demonstrator in anatomy in the 
Edinburgh School of Medicine, hoyse-physician and house- 
surgeon at Glasgow Royal Infirmary, clinical assistant at 
the Darenth Training Colony, Dartford, extra dispensary 
surgeon at Glasgow Royal Infirmary, interim lecturer in 
anatomy in the Anderson College of Medicine, Glasgow, 
and house-surgeon at the Northampton General Hospital. 
During this time he was admitted a Fellow of the Royal 
College of Surgeons of England in 1896, and three years 
later elected F.R.F.P.S. In 1901 he settled in practice at 
Middlesbrough, where he became honorary surgeon to the 
North Riding Infirmary and, later, honorary ophthalmic 
surgeon. He was called to the Bar shortly before the out- 
break of the first world war in 1914, When Mr. Howat left 
Middlesbrough in 1932 he was appointed honorary con- 
sulting surgeon to the North Riding Infirmary, and con- 
sulting surgeon to the Admira! Chaloner Cottage Hospital. 
Guisborough. He came to London, eventually settling at 
Highgate, and was for some years honorary demonstrator 
in anatomy at King’s College. He leaves a widow 


J. LEACH BROWN, M.R.C:S., L.R.C.P. 


Dr. J. Leach Brown, who practised at Whitton, Middle- 
sex, died on February 8. He was 58 years of age. 


James Leach Brown was born at Sheffield on July 3, 
1899. He studied medicine at King’s College Hospital, 
qualifying in 1925. Four years later he took the L.M. at 
the Rotunda Hospital, Dublin. After qualification he held 
the appointments of house-surgeon at King’s College 
Hospital and house-physician at the Miller General 
Hospital, Greenwich. He also served for a time as a ship 
surgeon and as resident medical officer at the British 
Hospital at Port Said before settling in practice at Whitton 
in 1933 

W. A. S. writes: “Jimmy,” as we all knew James Leach 
Brown, was a well-known figure among his colleagues. He 
was an active member of the South Middlesex Division of 
the British Medical Association, being honorary secretary 
from 1937 to 1946, and chairman from 1946 to 1949. He 
was also a member of the Kingston Medical Club, where, 
as a raconteur, his characteristic style was well known. 
Latterly he became interested in horse-racing and was a 
familiar figure at local meetings. Jimmy was always very 
conscious of the dignity of his profession and had little 
sympathy with the changes brought about by the National 
Health Service. The last years of his life were clouded by 
illness, and death came as a friend. He leaves a widow 


A. H. PENISTAN, M.B., B.S 


Dr. A. H. Penistan, who had practised in Cleveleys, near 
Blackpool, for nearly 50 years, died at his home there 
on February 13. He was 78 years of age. 


Arthur Henry Penistan was born on January 25, 1880. 
With the Price scholarship in science he entered the London 
Hospital Medical College, later gaining the Sutton prize in 
pathology, the Duckworth Nelson prize in practical medi- 
cine and surgery, and a further scholarship in surgery. After 
graduating M.B., B.S. in 1909, he was senior house-surgeon 
at the East Suffolk and Ipswich Hospital before entering 
general practice at Cleveleys in 1910. Subsequently he 
became medical officer to Rossall School, medical officer of 
health to the Thornton Cleveleys urban district council, and 
physician to Rossall Hospital. 


P. J. McK. writes: One cannot work for a quarter of a 
century with a man of the calibre of Arthur Henry Penistan 
without experiencing a profound sense of loss at his un- 
expected passing. He was the first resident doctor which 
the then small but rapidly growing community of Cleveleys 
had known. His sterling qualities and outstanding profes- 
sional ability—and this was particularly marked in the field 
of obstetrics—soon earned him a widespread following. He 
possessed in large measure those attributes of the best 
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general practitioners of his time—self-sufficiency, courage 
to tackle any problem, an eagerness to keep abreast of 
advances, an ever readiness at any hour of the day or 
night to assist his patients or his colleagues in their diffi- 
culties, albeit these were perchance remote from strict medi- 
cine, and a wise and sympathetic counsel. He was endowed 
with an immense capacity for work. As the years pro- 
gressed so did his manifold interests. He reached high 
rank in the masonic world, a movement very dear to his 
heart. He was a founder member and honorary past presi- 
dent of the local Rotary movement. The St. John Ambu- 
lance Brigade was established by him in the district, and he 
attained the honourable standing of a Serving Brother of 
the Venerable Order of St. John of Jerusalem. Six years 
ago he was compelled by age to relinquish the post of 
medical officer to Rossall Hospital, which he had served 
well and faithfully for twelve years and where he had taken 
an especial and kindly interest in the chronic and elderly 
sick. Ever faithful to the British Medical Association, he 
had occupied the chair of the Blackpool and Fylde Division, 
had served on the local medical war committee, and was 
the local representative of the Royal Medical Benevolent 
Fund for over forty years. The fullness of his service to 
his fellow men was surpassed only by his service to God 
and his church, wherein his advice and support were readily 
available for all activities: at the time of his death he was 
vicar’s warden. Yet he always found time for his family. 
Permeating all his varied activities were the kindly virtues 
he possessed : humility, the gentle and courteous approach, 
the sympathetic understanding of all age groups, the simple 
tastes, the ever freshness and youthfulness of his outlook, 
even to the last. and the complete inability ever to utter 
an unkind word These contributed to the nobility of 
character which made Arthur Henry Penistan an outstanding 
member of his profession and his community. The most 
heartfelt sympathy is extended to his widow, son, and three 
daughters 


G. G. MIDDLETON, M.B., Ch.B., D.P.H. 


Dr. G. G. Middleton, formerly school medical officer 
for the mainland division of Ross and Cromarty, died at 
Davidston, Cromarty, on February 14, aged 72. After 
giving up medicine he became one of the most 
prominent farmers in Scotland. 


George Glendinning Middleton, whose father was a 
farmer in Cromarty, studied medicine at the University of 
Edinburgh, where he graduated M.B., Ch.B. in 1907. After 
holding resident appointments in a number of hospitals, 
including that of senior assistant house-surgeon at Sheffield 
Royal Infirmary, he took the D.P.H. in 1910 and became 
assistant school medical officer in Ross and Cromarty. 
During the first world war he served in the R.A.M.C., and 
after demobilization he returned to his previous post. 
Within two years, however, his elder brother died and he 
took over the family farm, and from then on he no longer 
practised the profession of medicine. In the farming world 
he became very well known, particularly as a cattle breeder. 
He was president of the National Farmers Union of 
Scotland in 1933-4 and a member of the Agricultural 
Marketing Facilities Committee for Scotland. During the 
second world war he was a member of the Potato Marketing 
Board. 


A. ANDERSON McMILLAN, M.B., Ch.B. 


Dr. A. Anderson McMillan, who for over 30 years had 
conducted a successful practice in the western district 
of Glasgow, died in the Western Infirmary on 
February 16, the day after he was injured in a motoring 
accident. He was 59 years of age. 

A native of Glasgow, Alexander Anderson McMillan was 
born on January 13, 1899. He was studying for a career in 
pharmacy when he joined the Army in the first world war, 
but after service in France and Flanders and also in the 
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Army of Occupation, he decided to embark on a medical 
career. Accordingly, he studied at Glasgow University, 
graduated M.B., Ch.B., in 1927, and then settled in general 
practice in Glasgow. As honorary medical adviser to the 
Scottish Football Association, he had travelled to many 
parts of the world with the players and officials in the fulfil- 
ment of engagements against other countries. He was also 
widely known in masonic circles, and at the time of his 
death held the office of provincial grand master of Glasgow. 

J. McM. writes: Of a particularly friendly disposition, 
Dr. McMillan placed at their highest the companionships 
he made in the trenches of France and Flanders 40 or so 
years ago. We joined the King’s Own Scottish Borderers on 
the same day midway through the first world war, and 
although going abroad in different drafts we were reunited 
in the trenches and have never really been separated until 
now 


Medical Notes in Parliament 





ARTIFICIAL INSEMINATION 


After an interval of nine years the House of Lords discussed 
on February 26 human artificial insemination, and at the 
end heard from the LorD CHANCELLOR that the Government 
had decided to set up a small interdepartmental committee 
to inquire into it and make recommendations 

Lord BLACKFORD invited the House to declare its opinion 
that “artificial insemination of a married woman by a 
donor other than her husband is tantamount to adultery, 
that it should be sufficient ground for divorce, and that 
all children so conceived are illegitimate 


Extent of the Practice 


He said it was not easy to find out about the scale on 
which A.I.D. was practised because of the “cloak and 
dagger” secrecy in which it was wrapped. In 1938 a 
smal] group of scientists and doctors was formed under 
the aegis of Sir William Gilliatt and Sir Charles Reid to 
experiment, He had interviewed a practitioner belonging 
to this group, which after 10 years broke up because they 
came to the conclusion that their experiments were bad 
from the point of view of the child and because, they said, 
so many of the couples who approached them were un 
suited to become parents. This doctor was extremely sensi- 
tive to secrecy about the number of babies the group had 
produced during those 10 years; all he (Lord Blackford) 
could achieve was that they had at any rate reached three 
figures. The News Chronicle in an article on February 4 
had estimated that there were now 10,000 A.I.D. children 
n this country. He had also had a long interview with Dr 
Mary Barton. She would not admit to a figure higher than 
5,000 A.I.D. children. She had produced about 900; 
she spoke of another practitioner who had produced about 
the same number, if not rather more; she mentioned five 
other practitioners ; and she agreed that it was very difficult 
to arrive at any accurate estimate. So he had chosen the 
midway figure of 7,500, of whom about 500 were produced 
before 1947 

He accepted the judgment of Lord Wheatley in Maclellan 
v. Maclellan in the Court of Session that A.I.D. did not 
constitute adultery in its legal meaning, but supported his 
own contention that it was “tantamount” to adultery with 
the two arguments that in A.I.D. there was present no 
love idea, but only the reproductive idea: the woman sur- 
rendered her reproductive organs to the seed of a total 
stranger with the cold-blooded, deliberate hope of begetting 
an illegitimate child ; if she did that without her husband's 
consent she had committed just as grave a breach of the 
marriage contract as if she had given herself to an illicit 
lover ; and, secondly, if A.I.D. was not fecundation ah extra 
what was it? On the point about illegitimacy, he argued 
that the only legitimate child was the one who was the joint 
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product of husband and wife. An A.LD. child was not. 
In the eyes of the world it might appear so, but only because 
the husband and wife had conspired to conceal the truth 
about the birth, and had committed perjury in putting down 
the husband as the father when signing the birth certificate, 

But his most serious thought and doubt about the 
whole operation was: would the secret be kept? Young 
people of 12 to 14 were precocious and inquisitive. Not 
all marriages turned out to be happy: what was likely to 
happen in the case of unhappiness or anger ? Two of 
the practitioners he interviewed had had cases in which 
normal children were born to couples who had already had 
A.1.D. children: what was the position of the A.I.D. child 
then? The effect of a child in its ‘teens getting to know 
that it was a “test-tube baby ” would be disastrous psycho- 
logically. He came down definitely against A.I.D. and 
thought it ought to be discouraged. He was authorized 
by the president of the Royal College of Obstetricians, 
Professor Claye, to say that he was against A.I.D. and that 
in his opinion most gynaecologists were also. 

The ARCHBISHOP OF YoRK said that from the volume of 
available testimony they were bound to acknowledge that 
high motives of doing good to unhappy people were often 
conspicuous, and that among doctors who practised A.I.D. 
ethical distinctions were shown to be clearly present about 
when it was right and when it was not. Doctors had said 
‘1 do not do this for any married person who 
I weigh the circumstances according to 


in effect, 
asks for it. 
clear principles, so that the thing is and can be ethically 
controlled.” What seemed to undermine this assurance was 
the vast discrepancy about what the so-called principles of 
ethical control were. 

He did not believe there could ever be a right occasion 
for granting A.I.D. It would not be wise, in his view, to 
make A.I.D. a criminal offence. What was essential was 
that A.I.D. should be a ground for divorce; and a logical 
corollary was that if the law was framed to treat A.I.D. 
as akin to adultery it ought also to treat A.I.H. as akin 
to marital intercourse. The intrusion of the seed of a third 
party was as contrary to the proper meaning of the marriage 
bond as the intrusion of illicit affection for the body of a 
third 

Conspiracy and Fraud 

Lord DENNING asserted that a child produced by A.I.D. 
was illegitimate. If the husband could not be identified to 
be the father, but someone else, then the child was illegiti- 
mate. From that a whole train of consequences followed 
Secrecy and deception were the badge of conspiracy. If the 
wife and doctor agreed together to keep secret the fact that 
a child was illegitimate, and falsely to pretend that it was 
legitimate, they were guilty of a wicked conspiracy. If they 
did it without the knowledge or consent of the husband, it 
was a gross fraud on the husband. Even if the husband 
did know and consent it was a potential fraud on others. 
Suppose a simple case: if the husband died without a will, 
by law his property went to his wife for life, and after 
that to his children ; but this child was not in law entitled 
to it--it was not the husband's child. There was the addi- 
tional crime of perjury in making a false statement in the 
register of births that the husband was the father when he 
was not. There was also conspiracy between the doctor and 
the donor. The essence of their agreement was that it 
should be secret. For what purpose? So that the donor 
should evade the responsibilities which by law attached to 
him-—exemption from maintenance or responsibility for his 
own child, He would say to the doctors : “ Where by your 
science are you leading us? Seek to relieve suffering by 
ill means, but do not do it by secrecy and deception.” 

Lord PAKENHAM, after reciting the Roman Catholic 
authorities on A.I.H. and A.1.D., argued that there appeared 
to be an absolute conflict between A.I.D. and the great 
monotheistic religions. He could not believe that any prac- 
tising Christian who knew what was involved would have 


any hand, lot, or part in it, or refrain from doing all in his 


power to discourage it 
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Lord AMULREE thought the number of children produced 
by A.I.D. would be a very tiny drop in a very big ocean, 
and that the figure of 7,000 which had been mentioned was 
on the large side. His informant, a doctor practising in the 
West Country in this line for about 25 years, had seen about 
2,500 barren, sterile couples, of whom only about 200 were 
considered suitable for A.I.D., and the number of successful 
cases Was approximately half of that. There should be 
two indications for the use of this method: the husband 
must be incurably impotent: and the woman must 
desperately desire to have a child, and her husband must 
be able to convince the doctor that he would prefer a child 
by that means rather than by adoption, So far as the 
follow-up of A.I.D. children had gone, they appeared to be 
of sound stock and had turned out to be perfectly satisfac- 
tory children Marriages seemed to be consolidated rather 
than broken up. The parents were not found to be psycho- 
logically upset. He would deplore any recommendation to 
make artificial insemination a crime. To make it subject to 
regulations and rules would be to drive it underground and 
have it done by charlatans and quacks 

The MARQUESS OF READING urged that if any action was 
to be taken it ought to be based upon knowledge. He advo- 
cated a departmental committee to review the whole subject. 

The Bishop oF Norwicu said the whole case for A.I.D. 
rested on the assumption that it was the wish of the spouses 
that must be regarded as paramount, It was the welfare 
of the community that was paramount. The practice should 
be declared illegal 

Lord Cuorvey said the Eugenics Society had recently set 
up an artificial insemination investigation council, on which 
were a number of distinguished scientists, lawyers, and 
sociologists. It would be a fact-finding body to look into 
the matter from the genetic. medical, legal, and social 
aspects, But the problem was one of considerable concern, 
ind ought to be investigated by some committee or com 
mission appointed by the State. He believed that the weight 
of progressive opinion was against the proposal to try and 
put down A.I.D. It was absurd to refer to it as adultery 
He agreed that if a woman accepted A.I.D without the 
consent of her husband that was a breach of the marriage 
agreement and ought to give the husband the right to a 
divorce. It was the experience of many of the doctors who 
had been engaged in this practice that in most cases the 
husband had been just as much interested and concerned 
as the wife herself 

If it were made criminal and driven underground, he 
went on, it would be the bad type of man who would come 
into this work, instead of the reputable doctors doing it as 
it present. It would also strike at the liberty of the citizen 

False registration of birth had been called * perjury,” which 
it was not. It had also been called a “ white lie,” and he 
thought it was well described in those terms. Generally speak- 
ing, public policy and the interest of the community as a 
whole would be best served by treating A.I.D. children as 
egitimate offspring of the mother and husband. Psycho 
logical injury to the child by disclosure was a real possi 
bility, although he thought a rare one to which they need 
lot attach too much weight: all the evidence he had seen 
showed that there was no real danger The A.I.D. child 
was at any rate the child of a party to the marriage, starting 
with maternal love, and if the husband sincerely loved his 
wife and had consented to A.I.D. he would have a father’s 
love for the baby The adopted child was not only a 
Stranger, but generally an illegitimate stranger The bogy 
of semi-incestuous union between half-brothers and half 
sisters which might result from the use of A.I.D. was so 
slight a possibility as to be hardly worth while considering 


Divorce and Incest 
Lord MERRIMAN stated that he had not changed the 
Opinion he had previously expressed that A.I.D. was not 
adultery. The generally accepted definition of adultery was 
sexual intercourse between a married person and a person 
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who was not the other spouse. He agreed with the recom- 
mendation of Lord Morton’s commission that acceptance 
by a wife of artificial insemination by a donor without the 
consent of the husband should be made a new and separate 
ground for divorce. He also agreed with the recommenda- 
tion that if the parties had assented to A.I.D. or A.LH. 
it should not be possible thereafter to raise the question 
whether the marriage had been consummated. On those 
two topics there was no reason why legislation should not 
be immediate 

It was essentially wrong in his view to have absolute secrecy. 
The possibility of unwitting incestuous marriage was not a 
bogy: it had been stated that one “donation” could fer- 
tilize 100 women, and, supposing that occurred in one small 
neighbourhood, in the country circle comprised in the prac- 
tice of one doctor, the chances that children thus produced 
would not fall in love with each other were not negligible 
Instead of absolute secrecy there should be safeguards. 
Their form should be for consideration by the committee 
inquiring into the subject. He suggested tentatively that 
on good cause shown——either for the purpose of a particu 
lar contemplated marriage, or for divorce, and so on—a 
judge should be empowered to allow discreet access to the 
register. He would have compulsory registration, contain- 
ing full statement of the facts, the name of the donor, and, 
if it was the horrible case, as he regarded it, of mixed seed 
of husband and donor, that also should be recorded. 

The BisHop OF EXeTER declared that A.I.D. constituted 
a direct, violent attack on the essence of the marriage con- 
tract, and dealt as deadly a blow at monogamy as the sin 
of adultery. At the moment the practice did not seem to 
constitute in this country a very grave problem. But sooner 
or later some control of the practice of A.I.D. would 
become necessary. He was a member of the Archbishops’ 
Commission which recommended that A.I.D. should be 
made a criminal offence. He would not sign that report 
to-day He was convinced that such a step would be 
gravely unwise. It would draw the practice from respon- 
sible hands to the irresponsible and perhaps disreputable. 
It would be far better to institute some system of regula- 
tion and control. In the judgment of the Church A.1.D. was 
sinful. To those who would not accept that judgment 
he would say, “ Then do it openly and without shame. Be 
rid of pretence and deception. Accept the necessity of open 
registration.” 

Lord MATHERS saw the practice as a breaking of the 
moral code. He was whole-heartedly in favour of action 
to ensure that those who carried it out should be made 
aware that it was against what the country stood for, and 
of sanctions against doctors who practised it 


Archbishop of Canterbury 


The ARCHBISHOP OF CANTERBURY pressed for some kind 
of action by the Government. To go on as they had done 
for nine years, talking occasionally about it and doing 
nothing, would mean getting into a state where by sheer 
inadvertence and inertia the habit would be established as 
part of social life. The Church of England had no objec 
tion to A.L.H.; it was a method of helping the fulfilment 
of one of the main purposes of marriage. A.1.D. was 
utterly different. He was not interested in whether or not 
it was called adultery. It was a matrimonial offence. It 
involved in falsehood and deception the husband, the 
mother, the donor, the child, and the doctor, who not only 
connived at a perjured declaration of birth but also made 
the supposed father and mother promise to conceal the 
truth for ever from a child and from society. If they 
could get rid of all the secrecy that would bring the matter 
into a healthy atmosphere, but in the opinion of many 
doctors it would kill the whole idea. That would not be 
a bad thing. This moral confusion resting on a series of 
deceptions could not be tolerated. 

The strange thing was that the medical profession should 
have been content that some of its members on their own 
individual authority should take the law out of the hands 





592. Marcu 8, 1958 MEDICAL NOTES 
ot Church and State and into their own hands, and act in a 
conspiracy of secrecy in a matter of such far-reaching 
spiritual, moral, legal, and social import. He would have 
thought the profession itself would desire authoritative 
clarification of what might or might not lawfully be done. 
For that reason alone the Government ought to act. “Let 
us make it finally against the law beiore it is too late.” Let 
the practice be driven underground, as abortion was, and no 


responsible doctor would practise it. He would expect 
the medical profession to welcome a step which would 
relieve them of a spiritual, moral, and social responsibility 
which did not belong to the medical profession alone, That 
was what he felt most deeply about the whole matter: that, 
while they honoured and respected the medical profession 
beyond expression, they must not arrogate to themselves 


and only a few did—the right to settle a matter of such 
protound spiritual and moral significance The majority 
of the profession, and its leaders, would not touch this 
method That itself was an indication that they needed 


the support of a clear guidance to deliver them from it 

After the Lord Chancellor's announcement about the 
setting up of the interdepartmental committee Lord Black 
tord withdrew his motion 


“YOUR LIFE IN THEIR HANDS” 


Sir IAN CLARK HutTcHison (Edinburgh, West, Con.), on 
February 26, asked the Postmaster-General whether he 
was aware that many doctors believed that the television 
programme, Your Life in Their Hands, would have a bad 
effect upon viewers ; and if he would use his powers unde 
Section 15(4) of the Licence and Agreement to instruct the 
British Broadcasting Corporation to refrain from showing 
this type of programme. Mr. MArPLes said he was aware 
that opinions differed about the merits of these programmes 
but he saw no reason to interfere with the independence of 
the B.B.C. in making programmes 

Sir 1. CLARK HUTCHISON thought this a morbid type of 
programme. He asked the Postmaster-General to consult 
representatives of medical opinion and consider the matte 
again. Mr. MARPLES I must emphasize that the B.B.C. is 
responsible for the programme, and not the Postmaster 
General As to consulting medical opinion, before the 
programme, the B.B.C. consulted the Royal College of Sur 
geons, the Royal College of Physicians and the College of 
General Practitioners After the programme, those three 
colleges said that they appreciated the programme.”* 

Mr. Ness Epwarps (Caerphilly, Lab.) asked for an under 
taking that the Postmaster-General would do nothing to 
stop the B.B.C. proceeding with educational programmes of 
this sort. Mr. Marpies: “ The B.B.C. is independent in its 
choice of programmes.” 

Mr. Hersert Morrison (Lewisham, South, Lab.) said he 
had seen the programme, and thought it was done carefully 
ind respectfully, and was educational 

Dr. Epith SUMMERSKILL (Warrington, Lab.) raised the 
matter again on the ad 27 
She described the television set in the kitchen or living 
room of many houses, with the family, including children 
and often the sick, gathered round it; and in the hospital 


urnment motion on February 


and institution, often uncontrolled Her contention was 
that to have an interest in disease was not healthy unless 
one was a public health worker \ lay person had only 


i morbid interest, which these films were fostering The 


films were fit only for intelligent, well-balanced men and 
women who took an interest in medical and surgicai tech 
niques, whereas television was viewed by a vast number of 
emotionally unstable people She agreed that certain doc 
tors had co-operated ; but how many had refused ? The 
only knowledge of the heart operation that viewers could 
have obtained from the film she saw was disturbing. She 
quoted from four letters she had received. and urged that 
the B B.C should he idvised to take into account 
considering programmes of this kind, the hundreds of 
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thousands of weak, helpless, inarticulate people whose 
minds were deeply affected by what they saw. 

Mr. KENNETH THOMPSON, Assistant Postmaster-General, 
said these were controversial programmes. The British 
Vedical Journal acknowledged that there were two schools 
of medical opinion about them, leaving aside the general 
public. As the Postmaster-General had said the day before, 
the Royal College of Surgeons, the Royal College of Physi- 
cians, and the College of General Practitioners had all 
expressed themselves as being in favour of the presenta- 
tion of programmes of this kind. “Since the appearance 
of the programmes those colleges have expressed them- 
selves as being in approval of the continuation of this very 
series which is now in dispute between the right hon. Lady 
and the B.B.C."* The Royal College of Nursing, since 
seeing the programmes, had alse expressed its approval of 
them 

Out of 422 letters which the B.B.C. had received up to that 
date, 400 were in favour and 22 against the programmes, 
The Corporation’s viewer sampling showed that nine out of 
ten viewers were in favour of the continuation of this kind 
of programme. The medical opinion which the B.B.C. was 
able to sound, before and after the presentation of the 
programmes, was largely in favour of the B.B.C. policy. 
The Corporation did not consult the B.M.A. Supposing 
it had done, and they had expressed the opinion appear- 
ing in the Journal, was the B.B.C. to allow the Association 
to have the power of veto over its proposals? Was the 
B.M.A,. to decide what was good for the public and what 
was not? Was it the B.M.A.’s opinion on which they were 
to rely, rather than the judgment of those other distinguished 
medical authorities? The programmes were courageous, 
and had been presented with great professional skill. In 
his opinion they would do good rather than harm. On the 
whole, if one person was advised by these programmes to 
seek early opinion on a suspected or feared condition, and 
if one life was saved or one illness shortened, then the 
B.B.C. would have cause to congratulate itself not only 
on its courage but on the success of the whole series of 
programmes. If that happened, it would be able to claim 
that it had been instrumental in putting understanding in 
the place of fear, information in place of mystery, and 
guidance where there was only doubt 


Senior Registrars 

Mr. KENNETH ROBINSON (St. Pancras, North, Lab.) asked 
the Minister of Health on March 3 for a statement on the 
decisions reached at the meeting of the Joint Consultants 
Committee held on February 27 to discuss the senior regis- 
trar problem. Mr. WaAtker-SmitH: After a further discus- 
sion with officials, the representatives of the Joint Com- 
mittee expressed a desire to discuss the subject with me 
| have said that I will be ready to meet them at an early 
date Mr. ROBINSON asked how long this matter, which 
was urgent two and a half years ago, was going to drag 
on. Who were the stumbling-blocks The Department, 
or the Committee ? Mr. WaALKER-SMiITH said he was 
inxious to get an appropriate solution to the problem by 
But an appropriate 
He was looking for 


general agreement if at all possible. 
solution in any event he must have 
ward to seeing the Committee, he added, and discussing 
it with them There ought to be a solution, and pretty 


quickly 
Poliomyelitis Vaccine 

Mr. J. Cronin (Loughborough, Lab.) asked the Muiunistet 
if he would indicate the two approximate totals of the number! 
of injections of imported Salk vaccine and vaccine produced 
in the United Kingdom, respectively, which he estimated 
would have been given when his present poliomyelitis vac- 
cination has been completed Mr. WALKER-SMITH replied 
that the programme was a continuing one and no such 
estimate was therefore possible, but up to the present 
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enough vaccine has been issued to local health authorities 
in England and Wales for 3,900,000 injections with British 
vaccine and 2,400,000 with Salk. 

Mr. CRONIN asked why the Minister would not import 
substantially more Salk vaccine. Would that not accelerate 
and increase the scope of this programme ? Mr. WALKER 
SmitH replied that during the next few months supplies 
of Salk vaccine would greatly exceed the supply of British 
vaccine, although that would come up later What they 
wanted to do was to import sufficient, but only sufficient, to 
supplement British supplies 


Doctors’ Lists 
Mr. JOHN BARTER (Ealing, North, Con.) asked the Minister 
of Health on March 3 what was the average number of 
patients on doctors’ lists in July, 1952, and July, 1957 
Mr. WALKER-SMItH said it was 2,436 in July, 1952 The 
figure for July, 1957, was not yet available, but in July, 


1956, it was 2,272 Mr. Barter asked if the reduction 
showed a better distribution of doctors Mr. WALKER 
SMITH said it did The trend had been clearly for a 
smaller number of patients per doctor's list every year 
since 1952 


Under-doctored Areas 
The MINISTER OF HEALTH informed Sir KeirH JOSEPH 
(Leeds, North-east, Con.) that there were 3.484 doctors 
practising in under-doctored areas in July, 1956, the latest 


date for which figures were available The approximate 
number of patients in such areas decreased from 214 
nillion in 1952 to 9! million in 1956 


Bequest of Eyes 
[he MINISTER OF HEALTH, replying to Sir FRANK MEDLI- 
cotr (Norfolk Central, Ind.), stated that according to his 
information the supply of eyes bequeathed for corneal graft- 
ing appeared to be adequate in most parts of the country 
He understood, however, that there might be some short 
ige in the London area, and steps were being taken 


iccordingly. 


Medico-Legal 








ENGLISH LAW ON SUICIDE 


[FROM OUR LEGAL CORRESPONDENT] 


\ letter in our columns this week (p. 579) discusses the 
ttitude of the law to suicide and attempted suicide, and 
refers to a recent leading article and correspondence on the 
subject in The Times. It is therefore useful to recall what 


the present law is, and the little that is known of its ancient 


history 

Suicide in English law is self-murder, and is a common 
law felony. By the Interments (Felo de Se) Act. 1882, even 
n the case of a suicide not found b the coroner to be 
of unsound mind the rites of Christian burial may be 


performed on the interment, and it is to take place in a 
churchyard or other burial ground 

In the words of Sir James Fitzjames Stephen, “* The 
history of the law of suicide has only one step.” In the time 
of Bracton in the thirteenth century all suicides forfeited 
their goods, but only those who committed suicide to avoid 
conviction for crime forfeited their lands. By the time of 
Staunforde, in the sixteenth century, all suicides forfeited 
land as well. Forfeiture for suicide was abolished together 
with forfeiture for other felonies in 1870. The custom of 
burial at the crossroads with a stake through the body had 
no legal warrant, and was made illegal by statute in 1823 
Attempted suicide is a common law misdemeanour,' punish 
able like any other common law misdemeanour by fine o1 
imprisonment 

It is interesting in the light of the views expressed to-day 
to read what Sir James Stephen wrote in the first edition of 
his History of the Criminal Law, published in 1883 


Ree. v. Doody (1854) 6 Cox.C.C.463. 
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“Suicide is the only offence which under no circumstances 
can produce alarm. It would, I think, be a pity if parliament 
were to enact any measure tending to alter the feeling with which 
it is and ought to be regarded. As an instance of popular feel- 
ing on the subject, | may mention a case I once tried at Norwich, 
in which a man—I think drunk at the time—tried to poison him- 
self in a public house. When called on for his defence, he burst 
out with all the appearance of indignant innocence: ‘I try to kill 
myself ! I cannot answer for what I might do when drunk, but 
I was all through Central India with Sir Hugh Rose in 1857, I 
was in so many general actions and so many times under fire, and 
can anyone believe that if 1 knew what I was about I could go 
and do a dirty cowardly act like that 


So far as attempted suicide is concerned, Sir James’s 
illustration supports the reformers 


Vital Statistics 





Industrial Accidents and Diseases 
The number of workpeople (other than seamen) in the 
United Kingdom whose deaths from accidents in the course 
of their employment were reported in January was 87, com- 
pared with 119 in the previous month and 82 in January, 
1957. 

The numbers of cases of industrial diseases in the United 
Kingdom reported during January, 1958, were as follows: 
lead poisoning 2, mercurial poisoning 1, compressed al! 
illness 2, anthrax 1, epitheliomatous ulceration 10, chrome 
ulceration 18; total 34. There were no deaths.—Ministry 
of Labour Gazette, February, 1958. 


Week Ending February 22 

The largest fluctuations in the notifications of infectious 
diseases in England and Wales during the week ending 
February 22 were rises of 218 for dysentery, from 1,327 
to 1,545, 121 for measles, from 4,497 to 4,618, 69 for 
whooping-cough, from 576 to 645, and 30 for food-poison- 
ing, from 158 to 188, and falls of 89 for acute pneumonia, 
from 882 to 793, and 35 for scarlet fever, from 888 to 
853. 

The largest variations in the incidence of measles were 
rises of 140 in Lancashire, from 282 to 422 (Liverpool C.B 
161), 93 in Hertfordshire, from 112 to 205 (Welwyn Garden 
City U.D, 74), and a fall of 114 in Surrey, from 220 to 106. 
Only small fluctuations were recorded in the local returns 
for whooping-cough. The largest variations in the number 
of notifications of scarlet fever were a rise of 26 in Stafford- 
shire, from 39 to 65, and a fall of 31 in Essex, from 93 to 
62. 6 cases of diphtheria were notified, being 3 more than 

cases were notified in Plymouth 
Ihe incidence of acute pneu 


n the preceding week ; 
C.B. and in Macclesfield M.B 
monia declined slightly throughout the country, 

The notifications of acute poliomyelitis numbered 25, 
and these were 2 more for paralytic and 5 more for non- 
paralytic cases than in the preceding week. The largest 
returns were Buckinghamshire 4 (Newport Pagnell U.D. 3) 
and Yorkshire North Riding 3 

For the eighth consecutive week the number of notifica- 
tions of dysentery has increased. The chief centres of 
infection were Lancashire 497 (Oldham C.B. 167, Chadder- 
ton U.D. 86, Liverpool C.B., 54, Middleton M.B. 46, St. 
Helens C.B, 33, Kirkham U.D. 18, Bolton C.B. 11, Man- 
chester C.B 10, Failsworth U.D 10), Yorkshire West Riding 
229 (Sheffield C.B. 104, Leeds C.B. 26, Dewsbury C.B. 12, 
Hemsworth R.D. 12, Thorne R.D. 12, Huddersfield C.B. 11), 
London 192 (Islington 53, Southwark 24, Fulham 22, Stoke 
Newington Finsbury 14, Hackney 10), Surrey 58 (King- 
ston upon Thames M.B. 56), Caernarvonshire 56 (Pwllheli 
M.B. 48), Gloucestershire 54 (Bristol C.B. 28, Newent R.D 
25), Cheshire 49 (Wallasey C.B. 39), Hertfordshire 41 (St 
Albans R.D, 35), Warwickshire 3 27) 


7 


39 (Birmingham C.B. 2 
Middlesex 32, Staffordshire 30 (Stone R.D. 14), Durham 30, 
Yorkshire North Riding 26 (Middlesbrough C.B. 14), 
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Northumberland 25, Yorkshire East Riding 23 (Haltemprice 


U.D. 21), Hampshire 22 (Portsmouth C.B, 10), Notting 
hamshire 21, Kent 20 (Folkestone M.B. 17) 
The largest outbreak of food-poisoning was 29 in Wortley 


R.D., Yorkshire West Riding 





Graphs of Infectious Diseases 

Che graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported in each week during 
the years 1949-57 are shown thus ---, the figures for 
1958 thus Except for the curves showing noti 
fications in 1958, the graphs were prepared at the Depart- 
nent of Medical Statistics and Epidemiology. 
School of Hygiene and Tropical Medicine 


London 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


Summary for British Isles for week ending February 15 
» 7 » <7 
(No. 7) and corresponding week 1957 

Figures of cases are for the countries shown and London administrative 
deaths and births are tor the whole of England and 
Wales (London included), London administrative county, the 17 principal 
towns in Scotland, the 10 principal towns in Northern Ireland, and the 14 
mrincipal towns in Eire 

A blank space denotes disease not notifiable or no return avai'able, 

Ihe table is based on information supplied by the Registrars-General of 


county Figures o 


























England and Wales, Scotland, N. Ireland, and Eire, the Ministry ot Heairh 
and Local Government of N. Ireland, and the Department of Health of Eire 
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Medical News 


MARCH 8, 





Mass Radiography in Edinburgh—On March | Edin- 
burgh’s mass miniature radiography campaign was inaugur- 
ated by the Secretary of State for Scotland, Mr. JoHN 
MACLAY It is hoped during this month to radiograph 
330,000 persons —80°, of the city’s population over 14 years 
of age 

Liverpool Medical Institution ——On February 28 the 
Liverpool! Medical Institution Lord COHEN OI 
BIRKENHEAD with his portrait, together with an album con- 
the names of more than 400 subscribers to the por 
trait fund The portrait is by Mr. Harotp KNiGHT, R.A 
Professor BRYAN MCFARLAND made the presentation at the 


presented 
taining 
Arts Theatre, Liverpool University, in the presence of a 


which included Dr. MARGARET THOMAS. 


the Institution’s president 


large company 


Fund.—The fund's committee 
June, 1956, in memory 


£4. 840 has 


James Spence Memorial 


t 


inces that since 1 


the late Sir James Spence 


S appeal itn 


been collected 


Ihe tund has now been closed, and the money is to be 
devoted to the following purposes (1) The award of a 
old med recognition of outstanding contributions to 
the advancement or clarification of paediatric knowledge 
2) publication of the collected writings of Sir James Spence 
3) a sculptured portrait head of Sir James Spence ; (4) an 
annual stude prize in paediatrics The British Paediatric 
Association will be responsible for the award of the medal 
nd sum of £2,000 has been allocated for this purpose 
A su ol tf is also been given to the council ol 
Kings College the purpose of publication by the Uni 

Durt Public James Spence’s 


tions Board of Su 











ected writ S 4 suitably bound \ de given 
each perso eceiving a gold medal a to each holde 
h i ude! prize \us ian triends and ad 
Sir J S c expressed a desire to be 
sponsible for the sculptured po ut, and the amount 
. d 4 “ \ the cos nodelling 
castin he head in bre It is proposed that the 
| ced in the « dren's department ol 
R Vic Infi Itimate the new 
hild < |} il wher hat is A b Cc plica ol 
ily e has ¢ f nted Aust in Paediatric 
Ass t indation of which was part stimulate: 
S J es Spen 1948 
Sermon from Science.—Special showings of the filn 
Red Rive f Life *’—-subtitle, “* A Sermon mm Science 
were nvited audiences, mainly medi 
he Great Ha it B.M.A. House fron 
The f s the latest in a series of scien 
ide b the Moody Institute of Science (Los 
Angeles), the scientific branch of the Moody Bible Society 
Chicago) They are sponsored in the British Isles by the 
Fact and Faith Film Society, the council of which is under 
the chairmanship of Lieutenant-General Sir Wttttam 
Doss Their object spokesman of the society said, is to 
struct people in the latest developments in science and 
Show that science and religious taith are not incompatible 
The Red River of Life s a description in colour and 
sound of the blood and circulation The film was intro 
duced on successive nights by Sir CLEMENT Pricre-THOMAs. 
Professor J. Kirk. Professor LAMBERT ROGERS, and Mr 
L. E. C. Norsury. The address of Fact and Faith Fiims, 


nquiries about films should be sent, is 12, 


Anne's Gate, London, S.W.1 


to which Queen 


Singapore Academy.—In Academy of 
Physicians and Surgeons has formed. Its 
members are specialists in all branches of clinical medicine 
The objects of the academy are to maintain ethical stand 
irds amongst specialists, to organize scientific discussions, 
to protect the professional interests of the specialist body, 
The office-bearers for 1957-8 


Singapore an 


recently been 


ind to represent its opinions 


BRITISH 595 
MEDICAL JOURNAI re 


are as follows: Master, Professor G. A. RANSOME 
assistant master, Professor E. S. MONTEIRO; scribe, Mr. Y. 
CoHEN; bursar, Dr. G. H. Garuick ; bedel, Mr. D. W. C. 
GAWNE : censors, Professor R. J. S. TickKLe and Dr. C. E. 
FIELD. 


B.M.J. Index.—The half-yearly indexes to Volume II of 
the Journal and the Supplement for 1957 are now being sent 
to members who receive them regularly and to subscribers. 
Members who have not previously asked for the indexes to 
be sent regularly to them can obtain copies, post free, on 
application to the Publishing Manager, B.M.A. House, Tavi- 
stock Square, London, W.C.1: those wishing to receive the 
indexes regularly should mention this. 

Ernest and Minnie Dawson Cancer Trust.—Prizes of 
£1,000 and £500 have been awarded respectively to Dr. J. J 
CoGHLaNn, of Hull, and Dr. E. C. Atkinson, of Sheffield, for 
their entries for the Trust’s 1956 competition This was 
open to general practitioners who either practised or resided 
in Lancashire or Yorkshire, and was for the best thesis on 
‘Cancer Its Early Diagnosis, Causes, Prevention, and 
Treatment.” A second competition is to be held for which 
the closing date will be May 1, 1959. Further details may 
be obtained from the Clerk to the Trust, 89a, Fishergate 
Hill, Preston, Lancs 


Russian Surgeons Arrive.—At the joint invitation of the 
Faculty of Anaesthetists of the Royal College of Surgeons 
of England and of the British Council's Soviet Relations 
Committee, three Moscow surgeons are visiting Britain fo 


three weeks They are Professors Boris Prerrov, ISAa 
ZHOREV, and VLADIMIR PSHENICHNIKOV. They are to study 
anaesthetic technique. On March 19 they will be among 


the guests of honour at the 
which the Russian Ambassador 

National Society of Non-Smokers. — D: 
JOHNSTON ha an invitation to become president 
of the National Society of Non-Smokers. He will deliver 
his inaugural address, entitled “* Militant Non-Smoking,” at 
Caxton Hall, Westminster, at 8 p.m. on Tuesday, March 11 
All members of the medical profession are invited 

Dr. J. E. Kench, senior lecturer 
Manchester University, 
pathology at Cape Town. 


dinner, 
is expected to attend 


Faculty’s anniversary 


LENNOX 


iccepted 


in chemical pathology at 
has been appointed to a chair of 
chemica 


Leeds University.—Dr. W. P. Biack has been appointed 


ecturer in obstetrics and naecology His appointment is 
from April 1 
New “B.P.°—The ninth edition of the British Pharma 
»ypoeia Was published this week It will become officia 


on September | 
COMING EVENTS 
London Medical Exhibition. The previously 
innounced for this year’s exhibition have been revised. It 
will now take place from November 10 to 14, at the New 
Hall of the Roval Horticultural Society, Westminstet 


dates 


Institute of Dermatology.—Semi-permanent exhibition on 


Cytology.” March 7-28 

Oliver-Sharpey Lectures.—D MicHAEL KREMER will 
lecture at 5 p.m. on March 11 and 13 at the Royal College 
of Physicians, Pall Mall East, on “ Sitting, Standing, and 
Walking.” 

Contraceptive Technique.—Lecture-film demonstration for 
final-vear students from London Medical Schools, March 14, 
at 5.30 p.m, at No. 1 Lecture Theatre, University College 
Hospital Medical School, under the chairmanship of Profes 
sor W. C. W. NIXON The. speaker will be Dr. SyLvia 
DAWKINS Tickets from the Secretary, Family Planning 
Association, 64, Sloane Street, London, S.W.1 

Harveian Society.—Professor RoBERT Kark, University of 
Illinois, will deliver the Society’s Harveian lecture at 
8.15 p.m. on March 19 at 11, Chandos Street His subject 
will be “ Bright’s Disease, Then and Now.” 
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ALFRED ADLER Mepicat SoOctety At Royal Society of Medicine, 8 r 
Professor R. Dreikurs (University of Chicago) A New Concept of Ma 
E 1ANASIA SOCIETY At Room 15, Friends’ Mecting House, Euston R j 
NW 30 p.n Dr. Eliot Slater The Biologist and the Fear of Death 
GLASGOW UNIVERSITY AND ROYAL FACULTY OF PHYSICIANS AND SURGEON 
GLASGOW At Royal Faculty of Phys ind Surec s, 3 pu 
1ecology Dr. D. McKay Hart, D R 
Sold Tr. Govan: Post-maturity 
INST 30 p.m., Mr. A. K. Monro: Tr 
Sk I 
LIVER! N.—8 p.m., Mr. A. Clifford Brew 
t bs ( na of the Breast 
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Any Questions ? 


ANY QUESTIONS ? 





questions and 


We publish below a selection of those 
regretted 


answers which seem of general interest. It is 
that it is not possible to supply answers to all questions 


submitted, 


Corticosteroids in Tuberculosis 


Q. -What corticosteroids as adjuncts to 
chemotherap\ 

A.—A controlled trial by the Research Committee of the 
Tuberculosis Society of Scotland has shown that patients 
with pulmonary tuberculosis treated with prednisolone, 5 mg 
three months, in addition to chemo- 


place have 
in tuberculosis 


times a day for 
therapy, fared significantly better than controls treated with 
chemotherapy alone. A preliminary report of this trial was 
published recently in the British Medical Journal, Novembet 


four 


16, 1957, p. 1131 After the cessation of prednisolone, 
when both groups were receiving chemotherapy only, the 
control group continued to show steady improvement 


whereas the improvement in the group formerly treated with 
| was less marked. At the end of six months 
there was no great difference between the two groups though 


his 


prednisolone 


the prednisolone group was still at a slight advantage. 


trial has shown that prednisolone has a definite effect in 
pulmonary tuberculosis, particularly in quicker clearing of 
the x-ray picture, but suggests that the ultimate benefit may 


not be great 


At present there seem to be two main indica- 
tions for corticosteroids. (1) In patients who are very ill when 
admitted ; if such patients are treated with 
in addition to chemotherapy their subjective improvement 
s likely to be more rapid. In addition, it is possible, al 
though unproved, that certain patients admitted in a mori 
bund state may be kept alive long enough for the drugs to 
effect. (2) In patients who shown 
reactions to anti-tuberculosis drugs and in 


corticosteroids 


1 


have an have severe 
hypersensitivity 
whom desensitization by standard methods proves particu- 
larly difficult 

For the first tvpe of case 
should be 
patient has been afebrile for two weeks or so, after which 
the dose can be gradually reduced, two or three decreasing 
given as prednisolone is withdrawn 


it is Suggested that prednisolone 


given in doses of S mg. four times daily until the 


doses of A.C.T.H. being 
It has 


sary, to give | g 


been conventional, 


although it is probably unneces 


potassium citrate three times a day while 


the patient is receiving prednisolone 4 similar dosage of 
Irednisolone may be used to cover desens tization if this 
Drove o be particularly difficult. Corticosteroids should 


not be given to patients who have a history of peptic uicera 





on, mental illness, hypertension. heart failure, diabetes, o1 

al disease With the doses mentioned many of the 
patients will develop a slight rise in blood pressure, but this 
Should return to normal after stopping treatment. Some 
experience nausea, depression, or skin rashes alter with 


drawal of corticosteroids. Corticosteroids should always be 


covered by chemotherapy, using drugs to which the patient's 


sensitive 


bacilli are fully 


Control of Severe Asthma 


asthma attacks are reileved Dy 


nira } ‘Ss aminophylline Sie cannot take the adrug py 
mouth, as even an enteric-coated capsul. causes severe dys 
pepsia, and self-administer ntramuscular injections cause 
evere pain, even when the drug is injected with procaine or 
lenocaine Small doses of prednisolone cause intense vas 


i 


iric upset How should this patient's asthma be treated 


A. This patient might well try aminophylline supposi- 
tories. It is generally recognized that intramuscular amino 
phylline is very painful, and, although this property varies a 
little different there is no known 


between preparations, 
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method of satisfactorily preventing the pain. If she has 
no gastric or duodenal ulcer, cortisone, which is less of a 
gastric irritant than prednisolone, might be tried and taken 
with milk and/or an alkali. Long-acting corticotrophin 
might also be considered and is the least likely to cause 
gastric upset. 

It is presumed that a full investigation of the underlying 
causes of the asthma has been carried out. 


Mild Ulcerative. Colitis 

Q.-What are the treatment and prognosis of the less 
severe type of ulcerative colitis in which the mucosa appears 
granular through the sigmoidoscope 

A.—-It is assumed that the bowel symptoms are not severe 
and the patient’s general condition is good. Treatment in 
such a mild case of ulcerative colitis may often be carried 
out while the patient is ambulant. The diet should be 
nutritious and contain ample protein. Foods containing 
much coarse roughage should be avoided, but otherwise 
a good mixed diet should be eaten, although particular items 
of food may be found unsettling to the bowel and should 
then be eliminated. Vitamin supplements should be added, 
including folic acid. 

Therapeutic agents which increase the chance of a quick 
clinical remission should be used, if necessary in succession 
or even combined. They are: (1) Cortisone by mouth in a 
dose of 25 mg. four times a day, together with potassium 
chloride 1 g. four times a day and a salt-low diet. Allter- 
natively, hydrocortisone (free alcohol) can be given in tab- 
mouth at the rate of 100 mg. a day in divided 
doses. The synthetic derivatives, prednisone and predniso- 
lone, can also be used, in a dose of 5 mg. four times a day; 
usually salt restriction and added potassium are unnecessary 
with these agents, but they are more prone to cause indiges- 
tion and frank peptic ulceration than cortisone and hydro- 
cortisone. Corticotrophin in the form of “acthar gel” is effi- 
cient but less convenient than the previous agents, and should 
be held in reserve and used only if the attack proves re- 
(2) Some physicians‘ ?* claim good results with salicyl- 
Swedish preparation marketed in 
this country under the name of “salazopyrin.” For out- 
patient use, a dose of 1 g. four times a day is sufficient 
Various complications such as nausea, drug fever,and rashes 
may occur, but serious complications are rare: leucopenia 
going on to agranulocytosis is the main one. (3) Hydro 
cortisone can be applied locally to the colonic mucosa by 
means of a nightly rectal drip. About two-thirds of patients 
with mild or moderate symptoms go into rapid remission 
with this treatment. Patients who have once responded well 
are likely to do so again if they subsequently have a recur- 


It is best to use a water-soluble compound of hydro 


lets by 


sistant, 
azosulphapyridine, a 


rence 
cortisone, such as the hemisuccinate, and details of adminis- 
tration are given in a recent article.’ 
Additional therapy may be necessary 
be given if there is anaemia secondary to blood loss. Iron 
preparations by mouth often irritate the gastro-intestinal 
ract in this disease, and it is better to use a parenteral pre- 
paration. If there is colonic pain, relief is often obtained 
by the use of an anticholinergic drug, such as propantheline, 
15 mg. four times a day, which may also mitigate any diar- 
rhoea, In patients without diarrhoea who suffer from rectal 
bleeding when the motion is passed the faeces should be 


‘ isogel,” “ nor- 


Iron therapy should 


rendered soft and bland by agents such as 
macol,” or “celvac granules ” in a dose of one teaspoonful 
with water once or twice a day. 

It is difficult to form 
of individual patients with ulcerative 
attack is mild there is an excellent chance that it can be 
cut short. Unfortunately no permanent exists, and 
when a patient has once had an attack he remains liable 
to get others, although many years may intervene. It is 
also unfortunately true that the disease may begin in a mild 
For this reason, the 


ideas about the 
colitis, but if the 


precise prognosis 


cure 


form and develop into a major attack 
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t treatment of mild cases is of great importance, not 
| 


the immediate attack but also at the first sign of 


during 
currence 
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NOTES AND COMMENTS 

Hydrogen Peroxide and Cancer Therapy.—Drs. G. Wiseman 
ind F. N. GHaptatty (Sheffield, 10) write: The results of some 
experiments we have just concluded bear on the controversy 
going on at the moment between your expert and Dr. R. A. 
Holman (“ Notes and Comments,” February 15, p. 414). These 
results will be published in detail in due course, but we would 
like briefly to mention the main points here We have tried 
he effect of orally administered H,O, in the dose recommended 
by Holman rats bearing the Walker carcinoma or RD, 
The results of our experiments fail to confirm the 
Holman. In common with Green and Westrop,? we 
no evidence to that H,O 


ibove 


on 
sarcoma 

findings of 
find Suggest 
of rats bearing either of the 
(1) W ilker 
hydrogen peroxide, 25.8 + 
(2) Walker carcinoma 
oxide, 20.1 3.4 days: 
treated with hydrogen peroxide 


25.0 days 


increases the survival time 
tumours. The survival times 
(experiment 1) treated 

8.5 days; controls 26.7+4.0 days; 
(experiment 2) treated with hydrogen per- 
controls 21.9+4.2 days; 3) RD, sarcoma 
37.64 34.3 days; controls 34.6+ 
Though hydrogen peroxide failed to prolong signifi- 
survival time of tumour-bearing rats, it was noted 
that the final tumour in hydrogen-peroxide-fed animals 
ended to be slightly than in the experimental animals, 
Indeed, in one experiment it reached a statistically significant level 
However, we feel that this is a non-specific effect due to decreased 
food intake. In experiment ‘veal inhibition of 
animals must be 

known, anything 
weight—e.g., restriction, 
will tend affect 
Although transplanted tumours 
to dietetic restriction than naturally occurring or 
wen-induced is important 
consideration if interpretation are to 
The effect of hydrogen peroxide on the weight and 
food consumption of normal non-tumorous rats over a period of 
$7 da hat the animals receiving hydrogen peroxide con- 
sumed less food and there was retardation of normal growth. In 
finding, we feel that the slight tumour 
hydrogen-peroxide-fed Imost cer- 
the basis of the the 
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